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MERCODOL'’s distinctive antitussive 


MORE COMPLETE RELIEF 
FOR YOUR 
COUGHING PATIENTS 


Mercodol’s selective cough-controlling nar- 

cotic! stops the wracking cough . . . but does 

not interfere with the cough reflex your 
patients need to keep passages clear. In addi- 

tion, Mercodol provides an effective broncho- 
dilator? to relax plugged bronchioles, and an 
expectorant’ to liquefy secretions. The result is 
more complete cough relief ... remarkably free 
from nausea, constipation, and cardiovascular or 
nervous stimulation. 


An exempt narcotic 
THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


MERCODOL with DECAPRYN 
For the cough with a specific allergic basis 


ch 30 cc. contains: 
Nethamine® Hydrochloride 


Sodium Citrate 
New York CINCINNATI Toronto “Decapryn” 
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Possessing a definite hydrocholeretic action 


KETOCHOL’ 


> Stimulates hepatic function thereby 
increasing the flow of bile 


> Promotes biliary tract drainage, and 
> Alleviates gallbladder stasis— 


the desired purposes of gallbladder therapy. 


KETOCHOL-~the 4 bile acids normally found in bile in 
oxidized (Keto) form. 
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Primarily for the 


In pregnancy and lactation when 
the mineral and vitamin require- 
ments are greatly increased and 
when a balanced diet can not be 
assured, Calirad Super contains 
generous amounts of essential 
dietary factors in easy-to-swallow 
gelatin capsules. 


@ “Latent deficiency disease may 
become overt in pregnancy just as 
it may in the course of disease or 
after traumas and surgical pro- 
cedures. In an analysis of the diets 
of 514 pregnant women, Williams 
and Fralin' classified only 10 of 
the diets as good; 209 were fair 
and 295 poor. This is tragic; for it 
has been demonstrated that women 
properly nourished during preg- 
nancy are less liable to the compli- 
cations of pregnancy, less likely to 
have miscarriages, and less likely 
to bear dead or premature babies.”” 


RECOMMENDED 


1. Williams, P. F., and Fralin, F. G.: Am. Jour. 
DAILY DOSE ee Obst. & Gynec., 43:1, Jan., 1942. 


OF 2. Wohl, M. G., and Schneeberg, N. G.: In 
Jolliffe, Norman, et al.: Clinical Nutrition, 
CALIRAD SUPER New York, Hoeber, 1950, p. 684. 
SUPPLIES: 


re For children For adults During pregnancy (latter half) 
2 capsules 3 capsules 6 capsules 


Vitamin A MODR* 1% MoR* 1% RDA** 
Vitamin B; 2% 

Vitamin Bz Tt 1% 

Nicotinamide Tt T 
Vitamin C 3 3 
Vitamin D 1% 2% 
Calcium % 
lron iin 1 1% 
* MDR=Minimum daily requirement. 


** RDA=Recommended daily allowance, Food and Nutrition Board, National Research Council. 
t The MDR of vitamin B, in children and the MDR of nicotinamide have not been definitely established. 


How Supplied: Capsules, in bottles of 50 and 250. 


Calirad, trademark reg. U.S. & Canada 


WINTHROP-STEARNS INC. - New York 18,N.Y. - Windsor, Ont. 
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Educating the Peptic Ulcer Patient . 34 
Allen E. Hussar, M.D. 


A discussion of the physician’s obligation to educate 
patients with peptic ulcer. 


When Is a Sprain Not a Sprain? 
James K. Stack, M.D. 


Description of lesions in the wrist, shoulder, ankle, knee, 
and back that are commonly diagnosed “sprain.” 
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Edwin A. Davis, M.D. 


Counsel in the art and ethics of medicine from a man 
with more than fifty years experience in practice. 


Examining Children 
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An explanation of the “easy’’ way to examine children. 
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JANUARY 1952 Mechanisms, diagnosis, and treatment of excessive salt 


depletion in gestive heart failure; three illustrative 


VOLUME V @ NUMBER 1 


Emotional Factors in Gynecology . . 59 
George F. Melody, M.D. 


& te te An appraisal of gynecologic symptoms of emotional 
Academy of General Practice. Materials for origin. 

publication should be addressed to the Edi- 

torial and Business Offices: Broadway at 

Thirty-fourth St., Kansas City 2, Missouri. Pub- 

lication Office (printer): 1717 Washington 


Street, Kansas City 8, Missouri. Advertising Practical Therapeutics—Treatment of 
Office: 4 Wilsey Square, Ridgewood, New 
Jersey e One dollar a copy. By subscription: Heart Disease mn Pregnancy ng 64 


$5.00 a year to members of the American 
Academy of General Practice, $10.00 a year Franklin A. Kyser, M.D. 
to others in U.S.A. and Canada. $12.00 in A discussion on determining the nature of heart disease 


foreign countries. Entered as second-class mat- during pregnancy and the treatment advised for the 
ter at the post office at Kansas City 8, Missouri. tient 
Printed in U.S.A. Copyright, 1952, by 
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UBLISHED OCTOBER 1951 | 


Atlas of 


GENITO-URINARY 
SURGERY 


BY 


PHILIP R. ROEN, M.D., F.A.C.S. 


Instructor in Urology, New York Postgraduate Medi- 
cal School; Clinical Instructor in Urology, New York 
Medical College; Associate Visiting Urologist, Morri- 
sania City Hospital; Assistant Attending Urologist at 
Midtown Hospital and Yonkers General Hospital; 
Civilian Consultant in Urology, U. S. Air Force, 
Mitchel Field Air Base Station Hospital; Diplomate. 
American Board of Urology. 


Introduction by CLARENCE G. BANDLER, M.D., F.A.C.S. 
Illustrations by CHARLES STERN 


— 


With a total of 429 illustrations on 152 figures, this atlas 
presents in graphic form the detailed technics for operations 
of the kidney, adrenal gland, ureter, bladder, prostate, 
scrotum and testicle, penis, and urethra. 


These illustrations accurately portray the technical de- 
tails of surgical procedures in urology in step by step 
progression and with such clarity that the reader can ac- 
tually visualize the operation by following the sequences 
presented. 


Standard operations are included as are the newer technics 
such as retropubic prostatectomy. In such cases as there are 
two or three equally successful variations of an operation 
all are illustrated. Where many technics are in use, as for 
nephropexy, the author has illustrated those technics he 
has employed with uniform success. 


Roen’s ATLAS OF GENITO-URINARY SURGERY is a 
unique and exceedingly useful work for the urologist, gen- 
eral surgeon, intern and resident. 


Published Oct. 1951. 429 Illus. on 152 Full Page Figures. $8.00 


APPLETON-CENTURY-CROFTS, INC. 


35 West 32nd Street, New York 1, N. Y. 
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TO PROMOTE EARLY HEALING IN CHRONIC VARICOSE ULCERS 


The Armour Lal@vOtories of Purified Crystalline Trypsin 


In varicose ulcers, the immediate response to Tryptar is most satis- 
factory'...in many cases, complete healing is obtained. 


Tryptar introduces a new therapeutic principle of selective physio- 
logic debridement. Without attacking normal tissue, Tryptar digests 
only necrotic tissue and pyogenic membranes, induces satisfactory 
granulation and promotes healing within a short time... even in 
varicose ulcers of many years’ duration. 


Tryptar is entirely non-antigenic and non-sensitizing. It does not 

lose its effectiveness on repeated administration and is virtually 

—- Tryptar may be applied either as a powder or as a wet 
ressing. 


Tryptar is supplied‘as a two-vial preparation: one 30 cc. vial con- 
tains 250,000 Armour Units (250 mg. of tryptic activity) of highly 
purified crystalline trypsin; the companion 30 cc. vial contains 25 
ec. of Tryptar Diluent (Sorensen’s Phosphate Buffer Solution), 
pH 7.1; plus plastic adapter for use with powder blower. 


1. Reiser, H. G., et al.: Arch. Surg. 63: 568-575 (Oct.) 1951. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 7 


world -wide dependable ly 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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MEMO FROM 


THE MANAGING PUBLISHER 


ON THE train a few weeks ago, we listened to the lugu- 
brious remarks of a long-time general practitioner friend. 
He was in a morose mood. “Sometimes I get discouraged,” 
he said. “That guy from Independence has political de- 
signs on my professional future; Mister Social Security 
wants to chain me to his bureaucratic machine; the Boas’s 
and Deutch’s keep maligning me and inciting the radical 
elements to snipe at me; all the specialists act .; though 
I crawled out from under a log—sometimes I think nobody 
loves me but my patients—and I’m doubtful about them 
the first of every month.” 

“You’re wrong,” we replied, “there is an important 
group of people who love you so genuinely they spend 
good hard money every month to demonstrate it.” Where- 
upon we whipped out a copy of GP, and leafed slowly 
through the advertising pages. 

“These people,” we said, “think you are the salt of the 
earth. Not just because you give them a lot of business, 
but because they recognize you as the backbone of Ameri- 
can medicine . . . because they respect your sincerity, pro- 
fessional integrity, and devotion to your patients . . . be- 
cause they appreciate the consideration with which you 
receive their representatives in your office. 

“Of course these hardheaded business men believe GP 
is a good advertising medium. But they don’t believe that 
just because we publish an attractive magazine. They pick 
GP because it’s your official magazine, and because they 
believe in you and in the brand of medicine you practice. 
They spend an average of about $300 for each of these 
pages every month—just for the privilege of sitting down 
with you, friendly like, in the evening quiet of your office 
or study. That is one way they feel they can show their 
very real admiration for you. 

“Don’t ever tell me that nobody loves you . . . these 
people have a sincere and honest interest in you.” 

Our friend listened attentively and then a kind of 
sheepish grin started to curl up around the corners of his 
mouth. Finally he said: “You know, I guess I’m pretty 
lucky, at that. A family doctor discovers new friends in 
unexpected places, sometimes. And the interest these 
people show in me makes me feel pretty important.” 

We pointed out that he was. And we left the train wish- 
ing that every general practitioner could realize how much 
respect and admiration is directed toward him by the 
large medical manufacturers and publishers who advertise 
in GP. 

General practitioners might all take comfort and pleas- 
ure from our parting words to our friend . . . 


“Cheer up! Somebody loves you!” 


—M.F.C. 
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these photographs show 
a most effective way to treat 


sore throat 


Instilled intranasally, Paredrine-Sulfathi- 
azole Suspension drifts down over the 
nasopharynx and pharynx; coats infected 
areas with a soothing, bacteriostatic frost- 
ing. It is not quickly washed away, but 
clings to the throat for hours—assuring 
_ Pharynx before administration of prolonged bacteriostasis. The Suspension 
| Paredrine-Sulfathiazele Suspension is particularly effective in sore throat 
ee when instilled on retiring. Frequently, it 
produces bacteriostasis (and analgesia) 
all night long. 


Smith, Kline & French Laboratories, 
Philadelphia 


Paredrine- 
Sulfathiazole 
Suspension 


After the intranasal instillation of Vasoconstriction in minutes... 


Paredrine-Sulfathiazole Suspension Bacteriostasis for hours 


A suspension of ‘Micraform’ sulfathiazole, 5%, in an isotonic Tae medium with ‘Paredrine’ 
Hydrobrom‘de (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with ortho- 
hydroxyphenylmercuric chloride, 1:20,000. ‘Paredrine’ and ‘Micraform’ T.M. Reg. U.S. Pat. Off. 
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Secretary’s Newsletter 


JANUARY 


Two Academy Members 
On Hospital Commission 


Taft and Byrd Address 
AMA Interim Session 


> A last-minute change in appointments to the Joint Commission 
on “Hospital Accreditation gave the Academy two two of the six 
AMA representatives on the eighteen-man Commission. As 
announced here Last month, former Academy president Stanley R. 
Truman was selected by the AMA Board of Trustees to serve 

on the Commission. When the remaining five representatives 
were announced last month, Dr. Dwight Murray, of Napa, Cali- 
fornia, was among them. In addition to being Chairman of the 
potent AMA Board of Trustees, Dr. Murray is an active and en- 
thusiastic member of the California chapter of the Academy. 


Other AMA representatives on the Commission are: Drs. 
Gunnar Gundersen, La Crosse, Wisconsin; Julian Price, Florence, 
South Carolina; Rolland J. Whitacre, Cleveland, and H. G. 
Weiskotten, Skaneateles, New York. The three members appointed 
by the American College of Surgeons are: Drs. Newell W. Philpott, 
Montreal; Frederick A. Coller, Ann Arbor; and Arthur W. Allen, 
Boston. Representatives of the American College of Physicians 
are: Drs. Alexander M. Burgess, Providence ; William S. Middle- 
ton, Madison, Wisconsin; and Leroy H. Sloan, Chicago. American 
Hospital Association representatives are: John N. Hatfield, 
Philadelphia; Stuart K. Hummel, Joliet, Illinois; Rt. Rev. 
Msgr. John J. Healy, Little Rock, Arkansas; Charles F. Wilinsky, 
Boston; Anthony J. J. Rourke, San Francisco, and Edwin L. 
Crosby, Baltimore. The latter three are medical men. 


mA master stroke of public relations strategy was achieved 


when the Al the AMA pres. presented epublican bee “candidate 
Robert T: fait ¢ an Democratic Senator Harry F. Byrd on the same 


and decried the present administration's policy of taxing the 
nation into socialism. 


The occasion offered proof that the 1952 election campaign will 
be hot hot, bitter, and complicated and and that socialized medicine 
Will be a key issue. Taft's address came a few days after another 
Republican presidential aspirant, Earl Warren, reaffirmed his 
espousal of a tax supported medical system. 


Two days after Senator Byrd's spirited attack upon the Demo- 
cratic administration, ation, Oscar Ewing took off the the gloves i s inare a re- 
newed fight for socialized zed medicine. . Speaking i in Washington, h he 
signaled the end of a truce that has lasted since last spring while 
the House subcommittee mulled over appropriations for FSA. 
His thinly veiled indictment of the AMA left little doubt that 
the issue of socialized medicine will be kept alive during the 
coming year. 


Both 
ie ak t unequivocally against socialized medici 
an speakers came ou q lly ag alized medicine 


Record Attendance 
At Clinical Meeting 


Nominating Committee 
Announced by Board 


Students Form Society 
For General Practice 


As an answer to the challenge, the AMA Board of Trustees an- 
nounced in Los Angeles that that $250,000 would be appropriated for 
public relations activities during 1952. 


> Swelled by a large number of local physicians, the number of 
registrants at the mid-winter meeting exceeded that of all pre- 
vious AMA Interim Sessions. While clinical sessions took k place in 
the auditorium, the House of Delegates acted on a number of im- 
portant questions in the downtown Biltmore Hotel. President- 
Elect of the AAGP, R. B. Robins, was chairman of one of the House 
reference committees. 


On the advice of legal counsel who feared anti-trust reprisals, 
the | House the ong orcement teeth from the Hess 


unexciting the also: 


Referred to the Board of Trustees a resolution from Ohio which 
many thought would have put an end to the Interim Session; 


Heard the National Commander of the American Legion pledge the 
support of three million Legionnaires "in your battle to over= 
come the encroaching forces of socialized medicine"; 


Authorized the Board of Trustees to appoint a special com- 
mittee to study the complex problem of medical care for veterans 
with emphasis on nonservice-connected cases; 


Urged the Department of Defense to utilize Blue Shield plans 
if it believes "the welfare of our preparedness program re=- 
quires that dependents of members of our armed forces receive 
medical care on a service basis," and 


Elected eighty-four-year-old Academy member Albert C. Yoder, 
of Goshen, Indiana, "General Practitioner of the Year." 


> Dr. J. D. Murphy, Ft. Worth, Texas, will be chairman of the 
Nominating Committee a appointed for the 1952 Assembly. Other 
members are Drs. Cyrus W. Anderson, Denver; Re F. Erickson, Min- 
neapolis; E. S. Schwabe, Brocton, New York; and John Walsh, 
Sacramento, California. The committee was appointed on November 
19 by the Board of Directors fromthe list of delegates certified 
for the 1952 meeting. 


» A trend of the times—sharply different from an equally strong 
trend a few years back—is indicated by the formation of the 
"General Practice Society of the University of of Pennsylvania 
School of Medicine." Heretofore a stronghold of specialization, 
Pennsylvania is the first medical school to boast of a society 
for general practice created by and for its undergraduate stu- 
dent body. 


This is surely one of the most tangible and significant de- 
velopments yet to be reported as an indirect result of the prc pro- 
gram of the American Academy or General Practice, and th the new 
emphasis on general practice throughout the profession. John 
Hipps, president of the society, which is predominantly com= 
posed of seniors, recently forwarded the Academy an order for 
fifty-one subscriptions for GP. 


Respectfully yours, 
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Protects Against Scorbutic Side - Effects 


OF SALICYLATE THERAPY 


For relief of rheumatic disorders, HYSYLATE offers salicy- 
lated Paba to produce a high blood salicylate level ... is 
a safe and more effective antirheumatic than salicylates 
alone. To compensate for the increase in urinary loss 
of vitamin C, HYSYLATE is fortified with ascorbic 
acid .. . prevents scorbutic side-effects. For safe 
and highly effective relief from the discomfort 
ond pain present in rheumatic fever, rheu- 
matoid arthritis, gout, fibrositis and 
osteoarthritis . . . prescribe Warren- 

Teed HYSYLATE 


Warren-Teed HYSYLATE each enteric- 
coated tablet contains: Para-Amino- 
benroic Acid 0.3 Gm. (5 grs.), Sodium 
Salicylate 0.3 Gm. (5 grs.), Ascorbic 
Acid 10 mg. (1/6 gr.). In bottles 

of 100, 500, 1,000. 
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Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. 
E. Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, 
Jr., M.D., Oklahoma City, Okla.; Willard O. Thomp- 
son, M.D., Chicago, IIl. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Alison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. 
C.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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Bronchodilatation can be dissocia*ed 
from pressor and CNS stimulating 
effects. Seven years of search and syn- 
thesis by Upjohn investigators have led 
to a metamorphosis in the molecular 
structure of sympathomimetic amines 
and created, in Orthoxine* Hydro- 
chloride, an orally effective agent with 
\% the pressor and twice the broncho- 
dilator effects of ephedrine. 


As a result, oral control of both mild 
and moderately severe asthmatic at- 
tacks can be better and more selectively 
achieved with 


Orthoxine Hydrochloride (100 mg.) Tab- 
lets contain beta- (ortho-methoxypheny)) - 
isopropyl-methylamine hydrochloride 
—a bronchodilator and antispasmodic. 


Supplied in bottles of 100 and 500 tablets. 
Trademark, Reg. U.S. Pat. Off. (Brand af methoxyphenamine) 


for Medicine... Produced with care... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 
more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 
N. ¥. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D'Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


Regulate cardiac output...more precisely 


Digitaline Nativelle provides positive maintenance — 
positive because it is completely absorbed and uniformly 
dissipated. It affords full digitalis effect between doses. 
Because the non-absorbable glycosides, so frequently 
causing gastric distress, are eliminated, untoward side 


reactions are rare. 


Chief active principle* of digitalis purpurea (digitoxin) 

*not an adventitious mixture of glycosides 

Send for brochure, “ Modern Digitalis Therapy” 

Varick Pharmacal Co., Inc. (Div. of E. Fougera & Co. Inc. ) 75 Varick St., N.Y. 
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NEW! For Infectious Diarrheas 


Prompt clinical remission with 


STREPTOMAGMA 


a combination of 4 co-acting therapeutic agents 


STREPTOMYCIN 


Bacteriostasis 


KAOLIN 


GEL / / 


Adsorption of Toxins 


PECTIN 


, ALUMINA G 


=== Demulcent Action 
EL / 


STREPTOMAGMA 


Dihydrostreptomycin Sulfate and Pectin with Kaolin in Alumina Gel 


*Trademark 


Supplied: Bottles of 3 fluid ounces. 


Wijeth \ncorporated, Philadelphia 2, Pa. 
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Chis Month’s Authors 


Edwin A. Davis, M.D., 


a member of the Academy, was graduated from University College of Medicine (now 
Medical College of Virginia) in 1899. After graduation he practiced in the coal mining 
town of Mammoth, West Virginia, for several years before moving to Charleston, his pres- 
ent home. He is a member of the A.M.A., West Virginia State Medical Association, and an 
honorary member of the Kanawha County Medical Society. At Charleston General Hos- 
pital he is an associate member of the medical department. His hobbies are hunting, fishing, 
and gardening. 


Allen E. Hussar, M.D., 


who received his medical degree at the Royal Hungarian Elizabeth University, Pecs, served 
his internship at University Hospitals, Budapest, and residency at Budapest’s Charite Poly- 
clinic Hospital. Dr. Hussar had a private practice in Budapest from 1929 to 1936 and in 
New York City from 1938 to 1942. He is now chief of medical services at Veterans Ad- 
ministration Hospital in Tuscaloosa, Alabama. At the Medical College of Alabama he is 
also an assistant professor of medicine. During World War II, Dr. Hussar served with 


the United States Army. 


George F. Melody, M.D., 


assistant clinical professor of obstetrics and gynecology at the University of California 
School of Medicine, is a graduate of Stanford University School of Medicine. Formerly he 
was. demonstrator in obstetrics and gynecology at Western Reserve University School of 
Medicine. Postgraduate training has been taken at Stanford University, Johns Hopkins 
University, and University Hospitals of Cleveland, Ohio. Dr. Melody is a Diplomate of 
the American Board of Obstetrics and Gynecology and a Fellow of the American College of 
Surgeons. 


James K. Stack, M.D., 
a graduate of Northwestern University Medical School, is an associate professor of bone 
and joint surgery there. He is also attending orthopedic surgeon at Passavant Memorial 
and Cook County Hospitals and is chief surgeon of the Chicago and Northwestern Rail- 
way System. From 1942 to 1945, Dr. Stack served as a commander in the medical corps 
with the United States Naval Reserve. He is a member of the A.M.A., Central Surgery 
Association, American College of Surgeons, and American Association for Surgery of 
Trauma. 


Fred H. Tepley, M.D., 
was engaged in private practice at Hobbs, New Mexico, when the section in which his 
article is included went to press. He has recently moved to Denver, Colorado, however. 
In this state he took much of his medical training, having been graduated from the 
University of Colorado School of Medicine in 1944. He served a rotating internship 
at the United States Marine Hospital in San Francisco, California, followed by two years in 
the Army. After his separation from the service, he engaged a three-year residency in in- 
ternal medicine at the Veterans Administration Hospital, Ft. Logan, Colorado. 
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Mol-lron, molybdenized ferrous sulfate, is the most 
effective form of oral iron therapy known.* 

The routine administration of supplemental 
amounts of molybdenized ferrous sulfate for 
the last trimester produces . . a much higher 
hemoglobin concentration at term than in... 
control patients.”"" 


Capsules, bottles of 100. 


For nutritionally complicated iron defi- 
ciency states 


mol-iron 


with Liver and Vitamins 


—provides generous amounts of elemental iron 
and dried whole liver; all essential B vitamins, 
including Bj2. Capsules, bottles of 100. 

Also available: Mol-Iron Tablets, Mol-Iron Liq- 
uid, Mol-Iron Drops. White Laboratories, Inc.. 
Kenilworth, N. J. 


1. Dieckmann, W. J., et al.: Am. 
J. Obstet. & Gynecol. 59:442, 
1950. 

*Full bibliography available upon 
request. 
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For insomnia... you cam pruseribe with safety 
DORMISON 


non-barbiturate hypnotic 


j 


“for SAFE, SOUND SLEEP 


| without drug hangover 


_ The extraordinarily wide margin 
of safety of Dormison permits 
patients who awaken in the early 


Morning and desire more sleep to 
“repeat the dose. Dormison is rapidly 
¥ metabolized (one to two hours) 
| so that there is no prolonged 
suppressive action. Patients awaken 
"rested and refreshed as from 
“normal slumber. DorMison has no 
~ cumulative effect, no toxic effects on 
prolonged use. There is no evidence 


to date that Dormison has 


4 


chabit-forming or addiction properties. 


DOSAGE: Two 250 mg. capsules are recommended, although many patients respond to one. 


DORMISON* (methylparafynol-Schering), capsules of 250 mg., bottles of 100. 
*T.M. 


CORPORATION, BLOOMFIELD, N. J. 
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From among all antibiotics, Internists often choose 


because 


AUREOMYCIN 


lydrochloride Crystalline 


Aureomycin readily passes into the blood stream, whence it diffuses rapidly 
into all the tissues and fluids of the body. 


Aureomycin is a broad spectrum antibiotic that has been shown to be 
effective in a wide variety of infections of bacterial, rickettsial and large 


viral origin. 


Aureomycin has been reported to be effective in 


Acute Amebiasis 
Anthrax 
Acute Brucellosis 
Chancroid 
Shigella Dysentery 
Endocarditis* 
Erysipelas 
Granuloma Inguinale 
*When caused by A 


Hepatic and Biliary 
Tract Infections* 
Influenza 
Leptospirosis 


Inguinale 


ericarditis* 
Psittacosis 
Q Fever 
Rat-Bite Fever 
Relapsing Fever 


ptible organisms. 


Respiratory Infections* 
Rickettsialpox 
Septicemia* 

Rocky Mountain Spotted Fever 
Boutonneuse Fever 
Tick-Bite Fever 
Typhus 
Tick Typhus 
Tularemia 


Throughout the world as in the United States, aureomycin is 
recognized as a broad spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100. 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION amearcaw Ganamid comeany 30 Rockefeller Plaza, New York 20, N.Y. 


| | 
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Yours Cruly.. . 


Exhibitors Also Integrating with Program 


Dear Sir: 

You and your associates are to be commended for your 
idea of “Integration.” This is one of the most constructive 
steps in years, in recognizing the potentials of the medical 
profession and the manufacturers working jointly. It is 
only through spotlighting the problem both from a medical 
and a manufacturing viewpoint, that steps can be taken 
to insure maximum mutual benefits. Our executive staff 
and Dr. R. J. Main, our medical editor, were in full agree- 
ment with your idea. 

Joun Horkerr, 
Convention Manager 
Eaton Laboratories. Inc. 
Norwich, Connecticut 


What are vou trying to do—sevolutionize medical con- 
ventions? You should receive a special vote of thanks from 
the Medical Exhibitors Association. I have been shouting 
from the roof-tops for years that medical exhibitors should 
emphasize their scientific points of interest to catch the 
doctor’s eye. 

Joseru P. Hacker 
Medical Film Guild, Ltd. 
New York, New York 


We think your idea is wonderful! As the central office 
disseminating exhibit information to the University Presses, 
we usually find ourselves in the position of pleading for 
advance programs of future meetings. But the A.A.G.P. 
has done away with all that! You can be assured that our 
booth will contain books and periodicals of special reference 
to your program. 

Mrs. Atice Kako 
Assn. of American University 
Presses, New York, New York 


To exhibitors at the coming Atlantic City Assembly, we 
sent advance outlines of the program, suggesting the de- 
sirability—insofar as practicable—of featuring, in their own 
exhibits, products related to the various subject areas of the 
program. The above letters are typical of the gracious re- 
sponse—assurance that a considerable part of this third 
important source of Assembly education will be keyed to 
the lectures and the scientific exhibits—PuBLisHER 
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LETTERS FROM OUR READERS 


High Water 


Dear Sir: 

As a medical student at the University of Kansas School 
of Medicine, I have been a subscriber to GP since I saw 
the first issue in April, 1950. Next to my dictionary, I be- 
lieve that I prized those issues of GP above everything 
else in my library. 

Unfortunately however, they were lost along with the 
rest of my possessions in the recent flood. Yesterday, I 
started another library with the purchase of a dictionary, 
and I am wondering if there is anything you can do to re- 
place the back issues of GP. If this can be accomplished, 
I will feel that I am rebuilding my library on a pretty 
sound foundation. 

SHERMAN M. STEINZEIG 
Kansas City, Missouri 


Through hell and high water, medical study must go 
on. GP has mailed a full set of back issues to student 
Steinzeig, with our compliments.—PuBLIsHER 


An Invitation to AAGP Members 


Dear Sir: 

In New York City, November 20, 1951, it was my 
privilege to sit as a member of the Committee to reorganize 
the Scientific Council of the American Heart Association. 

As set forth in the present Rules and Regulations of the 
Scientific Council (as amended June 22, 1950), the purpose 
of the Council is, “To facilitate the study, prevention and 
treatment of disease of the heart and blood vessels.”” Mem- 
bership until now has been available to “All who have 
made significant contributions to the knowledge of cardio- 
vascular disease, provided they are, or become, members of 
the A.H.A.” 

The feeling of the Committee on reorganization was that 
the Scientific Council should be enlarged to include all 
medical members of the American Heart Association and 
other persons, who by virtue of their interest and contribu- 
tion to the Council’s field of interest, may be elected to 
membership. 

Even more it was implied that all physicians should be 
encouraged to take an interest in their local heart associa- 
tions and become members of the American Heart Asso- 
ciation. There will be several sections of the Council which 
members may join: Cardiology, Circulation, High Blood 

(Continued on page 21) 
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Consider the timing... 


... You can be sure that the therapeutic effect of orally 
administered Digoxin will be apparent within an hour, 
while relief of symptoms of cardiac failure will follow 
in about six hours. Full digitalization is achieved 
in eighteen to twenty-four hours. 

The rate of elimination of Digoxin is balanced in favor 
of its clinical usefulness. It is fast enough to permit 
rapid control of toxicity in case of overdosage,! but it is 
not so rapid as to give fleeting peaks of effect. 

A single daily dose maintains the status quo once 

the patient is digitalized. 


Preparations available: 


® ‘Tabloid’® brand Digoxin 0.25 mg. 
for oral digitalization and maintenance. 


® ® ‘Wellcome’® brand Digoxin Injection 
B W & Co. 0.5 mg. in 1 ce. for rapid digitalization 
thats ° by intravenous injection (after dilution 
with 10 times its volume of saline.) 


1. Schaaf, R. S., Hurst, J. W., and Wiiiiams, C.: Med. Clin. North America (Mass. Gen. Hosp. No.) p. 1255 (Sept.) 1949 


Burroughs Wellcome & Co. (U.S.A) Inc., Tuckahoe 7, N. Y. 
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(Continued from page 19) 
Pressure, Rheumatic Fever, Cardiac Surgery etc. Each 
member could vote in but one section in any one year. 
Each member, of course, would be invited to attend the 
annual scientific sessions. 

The committees will make recommendations for such 
reorganization of the Scientific Council to the executive 
committee of the Council, which will then submit these 
recommendations with or without changes, to the Board 
of Directors of the American Heart Association for ap- 
proval. 

It appears to me that this will be a real invitation to all 
members of the American Academy of General Practice, 
and other physicians, to become participating members of 
the American Heart Association and of its Scientific Coun- 
cil, where they may contribute and receive much in the 
battle against our country’s greatest killer—cardiovascular 
disease. J. F. Mosuer, M.D. 
Coeymans, New York 


The Finest on This Subject 
Dear Sir: 

Having just read “The Doctor-Patient Relationship—A 
Psychological Study” in the October issue of GP, I want 
to congratulate you for printing the finest article on this 
subject I have ever read. 

As public relations chairman of the Montgomery County 
Medical Society, I am interested in procuring about three 
or four hundred reprints and would appreciate it very 
much if you could quote me a price for the aforementioned. 

Ricwarp C. Miter, M.D. 
Dayton, Ohio 


Urges More Young Members 
Dear Dr. Truman: 

Because of my personal interest in general practice and 
in the Academy, I am anxious to see more and more of 
the younger unspecialized physicians become acquainted 
with the organization and with GP. 

A tremendous reservoir of such individuals is currently 
in the military services. I suggest that every effort be made 
to place GP before the military doctors, even if it means 
donating the subscriptions at first. 

Georce T. Brirron, 
San Francisco, Lt. Col., MC, Surgeon, 
California 7th Infantry Division 

We can think of no finer gift to a young physician of 
your acquaintance in uniform than a subscription to GP. 
—PuBLIsHER 


The Law on Fees 
Dear Sir: 

I feel the urge to comment on the article in the Novem- 
ber issue of GP by Charles E. Nyberg entitled “Who 
Should Inform Patients of Proper Charges?” 

Mr. Nyberg discusses the problem of excessively high 
medical fees and the function of medical grievance com- 
mittees in settling disp. tes about fees between doctors and 
patients. I fail to see why a patient should worry about a 
high fee. If he feels the fee is too high, he need not pay 
all of it—or any part of it. He can pay what he thinks the 


(Continued on page 23) 
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The WI-RE-CO filing envelope 
measures 5%"x 7”. It is strong, 
neat, designed for convenience. 


are clear, concise case histories and 
accurate financial record for each 


3 Here, in one handy filing envelope 
® 

individual patient. 


< Keeping financial records and 
—' histories together simplifies office 
N routine, prevents oversights and 
SS neglected billings . . . the 
® WI-RE-CO system keeps 
8 facts at your 
= fingertips! 


WITMER 
RECORD COMPANY § 
110 West 19th Street § 
Kansas City 8, Missouri 
C4... Please send me the brochure containing 
additional information on the WI-RE-CO system: 


Address 
City State 


“CRECORDS FOR DOCTORS SINCE 1913" 
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reliable surface anesthetic... 
unique in potency and duration 


The efficacy of Nupercainal is due to 
its content of Nupercaine®, brand of 
dibucaine, which in potency and dura- 
tion of action exceeds all other local 
anesthetics. Such unique effectiveness 
requires less frequent applications of 
minimal amounts of the active sub- 
stance, tending to eliminate risk of 
sensitization or other untoward effect. 
Nupercaine is not related to cocaine 
or procaine and is nonnarcotic. 
NUPERCAINAL OINTMENT, brand of 


dibucaine ointment, contains 1% 
Nupercaine in a base of lanelin and 
petrolatum. One-ounce tubes with 
rectal applicator; one-pound jars. 
NUPERCAINAL CREAM, a non-greasy 
form, contains 0.5% Nupercaine in a 
scented, water-washable base. Tubes of 
1% ounces. NUPERCAINAL OPHTHAL- 
MIC OINTMENT embodies 0.5% Nuper- 
caine thoroughly dispersed in white 
petrolatum. Supplied in ophthalmic- 
tip tubes containing 4 grams each. 


Ciba Summit, N.J. 
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(Continued from page 21) 


service is worth—or nothing at all. The doctor has no legal 
claim against him unless the fee was agreed to beforehand. 
If anyone is on the spot financially and needs protection, 
it’s the doctor, not the patient. 

Mr. Nyberg also raises the question of higher fees for 
more prosperous patients. “Why,” he asks, “should the 
people with initiative and ability to earn more than the 
average . . . be required to pay something extra simply 
because they can afford it?” That would be a good ques- 
tion for the Collector of Internal Revenue. Let me ask 
one of Mr. Nyberg. If he were to write an article for the 
“Possum Trot, Ark., Weekly and Farmers’ Friend,” would 
he expect the same remuneration from that journal as he 
would from the Saturday Evening Post? Or would he 
charge the latter more for the same article because it can 
afford to pay more? 

Lyon Sterne, M.D. 
Valley Stream, N. Y. 


Either Reader Steine is incorrect on his interpretation of 
the law, or is uninformed concerning the leading decisions 
on the point. The fact is that a doctor does have a legal 
claim for his fee, regardless of whether the amount was 
agreed to beforehand. Courts of final jurisdiction in a num- 
ber of states have held that the patient is obligated to pay 
a “reasonable” fee, even in the absence of an express agree- 
ment, and some cases hold that the patient's ability to pay 
is a proper factor in determining the amount of the fee. 

—PuBLISHER 


Academy Membership Is Important 
Dear Sir: 

Dr. L. M. Thompson of Lena, Illinois, is applying for 
staff membership in this hospital. 

His application blank states he is a member of the 
American Academy of General Practice. Will you kindly 
advise us if he is a member in good standing? 

St. Francis Hospital Sister M. SERAPHINE, 
Freeport, Illinois Administrator 

Dr. Thompson 1s a member in good standing.—Pus- 

LISHER 


More Kudos for Program Notes 


Dear Dr. Rardin: 

I was surprised by the neat, classy appearance of the 
six sets of Assembly notes which I received recently. They 
are tops. 

First, I read my copy with pleasure and profit. There 
are parts better than the lectures themselves. For instance, 
Dr. Wartenberg—I saw his gestures but could not under- 
stand him. Here in your notes, his message is crystal clear. 
Then I gave copies of Program Notes to three Academy 
members who could not go to the Assembly. They were 
uniformly pleased and amazed at the amount of informa- 
tion carried by so few well-selected words. The next copy 
went to the chairman of the Washington State Medical 
Association to help him plan his programs and abstracts. 
The extra copy I hold in reserve to reward some deserving 
committeeman. 

Loren G. Suroat, M.D. 
Washington Chapter Chairman, Education 
of A.A.G.P. Committee 
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Syrup 


EDULON 


Roche’ 


non-narcotic—in place of codeine 
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coughed all night 
patient 
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pains 


of angina pectoris 


and other 


vascular Spasms are 


preventable 


with 


(DIOXYLINE PHOSPHATE, LILLY) 


Useful both as a vasodilator and as an 
antispasmodic, ‘Paveril Phosphate’ 
(Dioxyline Phosphate, Lilly) is espe- 
cially valuable in the control of angina 


pectoris, coronary occlusion, and periph- 


eral or pulmonary embolism. ‘Paveril 


Phosphate’ has even a wider margin of 
safety and still greater freedom from 


side-effects than papaverine, which it 


resembles therapeutically. Furthermore, 


since it does not cause addiction and is 


not a constituent of opium, this useful 


synthetic may be obtained conveniently 
without the bother of narcotic forms. 
Supplied in tablets, 1 1/2 grains (0.1 
Gm.) and 3 grains (0.2 Gm.). 


Detailed information and literature on ‘Paveril 
Phosphate’ are personally supplied by your Lilly 
medical service representative or may be obtained 
by writing to 


ELI LILLY AND COMPANY - Indianapolis 6, Indiana, U.S.A. 
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Editorials 


Thrombophlebitis 


Few subjects have excited more medical interest 
in the past ten years than the problem of the clot- 
ting of the blood in the veins. Both the immediate 
and remote influences of this condition on morbidity 
and mortality in all types of cases have been widely 
taught. There has been a diligent search for 
methods of preventing venous thrombosis or of con- 
trolling it, once it has developed, so that pulmonary 
embolism will not follow. In this connection several 
recent publications are of special interest. 

One of the popular methods for preventing pul- 
monary embolism has been ligation of the veins 
draining the lower extremities. This method is based 
on the apparently sound precept that most pul- 
monary emboli have their origin in the venous cir- 
culation of the lower extremities. It has been as- 
sumed that the principal location for thrombophle- 
bitis in this area is the deep veins of the calf. If 
this assumption were correct, it would be logical to 
expect that ligation of both superficial femoral veins 
in any large series of cases would diminish the in- 
cidence of pulmonary embolism in these cases. Such 
a policy has been adopted in some hospitals, and 
the reports have seemed to indicate that the method 
is effective. It is something of a surprise, therefore, 
to read about the experience of Erb and Schumann 
(Surgery, 29:823, 1951). These men reinvestigated 
the value of ligation of both superficial femoral 
veins by performing such operations in alternate 
cases of hip fracture, a condition in which the inci- 
dence of thromboembolic disorders is notoriously 
high. These authors found that this type of venous 
ligation does not protect patients against pulmonary 
embolism. Comparing the fifty cases in which liga- 
tion was performed with fifty control cases in which 
it was not, the conclusion was inescapable that this 
procedure alone does not lower the mortality due 
to pulmonary embolism nor the incidence of non- 
fatal pulmonic episodes. Furthermore, it was found 


that ligation was frequently followed by thrombosis 
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developing in the femoral vein at a point proxi- 
mal to the site of ligation, and that in such cases 
pulmonary embolism was a common concurrence. 

Perhaps some part of the explanation for the fail- 
ure of superficial femoral vein ligation to protect 
against pulmonary embolism is to be found in the 
studies of McLachlin and Paterson (Surg., Gynec. 
& Obst., 93:1, 1951). These investigators have re- 
ported the unique experience of performing a com- 
plete dissection of the veins of the pelvis and lower 
extremities in one hundred routine autopsies. ‘The 
incidence of gross venous thrombosis was 34 per 
cent, and seventy-six individual thrombi were found 
in the veins dissected. Of most importance for our 
present discussion was the finding that the great 
majority of these thrombi were in the veins of the 
thigh—not in the deep veins of the calf. In addition, 
in 10 per cent of the series, the main venous path- 
way from the leg was via the profunda femoris vein 
rather than the superficial femoral vein. In consid- 
ering all the facts, it was apparent to these investi- 
gators that in the thirty-four cases of venous throm- 
bosis, superficial femoral vein ligation would not 
have prevented pulmonary embolism in twenty-one. 

One might argue then for ligation of the common 
femoral vein as a more effective prophylactic proce- 
dure. However, it has been known for some time 
that such ligation is almost always followed by un- 
desirable evidences of venous insufficiency. Some 
time ago, Homans demonstrated that better venous 
drainage from the lower extremity is afforded after 
ligation of the common iliac vein or superior vena 
cava than after ligation of the common femoral 
vein (Surg., Gynec. & Obst., 79:70, 1944). But 
ligations at such high levels are difficult to perform. 
They are certainly not procedures that might be 
used routinely for prophylaxis of pulmonary em- 
bolism. Furthermore, even high ligations are fol- 
lowed in most cases by some evidence of venous in- 
sufficiency, a fact which is emphasized in a recent 
report by Shea and Robertson (Surg., Gynec. & 
Obst., 93:153, 1951). 
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In contrast to the pessimistic reports on the value 
of venous ligation, we have an intensely optimistic 
report on the use of early ambulation as a method 
for preventing thromboembolic disorders. In the 
past few years one has heard the opinion expressed 
by many authorities that early ambulation is im- 
portant for many other reasons in the care of pa- 
tients, but that it has little value in the prevention 
of pulmonary embolism. However, Leithauser, 
Saraf, Smyka, and Sheridan believe that such opin- 
ion has developed because early postoperative am- 
bulation has not been used properly and system- 
atically (J.A.M.A., 147:300, 1951). They recom- 
mend a standardized regimen embracing an aggres- 
sive attitude toward early ambulation, and specific 
leg exercises. It must be admitted that the details 
of this regimen impose a considerable responsibility 
upon the attending physician and nursing staff. 
However, in the experience of these investigators, 
the effort has been well worth the trouble. Using 
their special regimen, they have handled a series 
of 3,371 surgical cases—90 per cent of these were 
abdominal operations and at least 1,631 represented 
so-called major surgery entailing greater hazard of 
embolic complication—without a single instance of 
pulmonary embolism, either fatal or nonfatal. 

We have then the peculiar circumstance of need- 
ing to re-examine two of our methods for handling 
thrombophlebitis. One of them, venous ligation, 
has heretofore been well accepted and now is on 
our doubtful list. The other, early ambulation, al- 
though admitted to be valuable for other reasons 
had fallen into disrepute as a means for preventing 
pulmonary embolism. Now we are forced to ex- 
plore the possibility that the method is valuable 
after all for prophylaxis of postoperative pulmonary 
complications at least, and that the fault is not with 
the principle of early ambulation but with our lack 
of diligence in using it. 


Help for the Alcoholic 


Wuen you see an alcoholic do you refer him to 
Alcoholics Anonymous, tell him you don’t treat 
alcoholics, give him a strong friendly lecture, or give 
him a shot of Cortisone? 

Well, none of these answers is the right one. We 
know less about the cause, prevention, and cure of 
alcoholism than we do about diabetes or rheumatic 
fever. We are in the same stage of fumbling igno- 
rance that we are in the case of cancer. 

There are four million alcoholics in the United 
States, and an average of three per doctor or six per 


each general practitioner. It is a profoundly serious 
problem. The medical cost of alcoholism is fantastic; 
the economic cost through loss of work, law en- 
forcement, crime detection, institutionalization, etc., 
is astronomical, and the pain, suffering, and anguish 
to patients, families, and friends is beyond imagi- 
nation. 

It is the policy of the program committee of the 
American Academy of General Practice each year 
to select a major medical-social problem as the sub- 
ject for discussion during the annual Scientific As- 
sembly. Here we can join together as physician- 
citizens and consider the latest advances, the total 
problem and its solutions, the medical-social-eco- 
nomic implications, and our position in the scheme 
of things. 

This year the program committee has wisely 
chosen the subject of “Alcoholism” for this part of 
the program, and we should join in our applause 
and support in this opportunity to bring our knowl- 
edge in line with the latest and best thinking on the 
subject in America today. We shall be looking for- 
ward to seeing you at this important session. 


Undertaking a Worthy Project 


Every year more children are killed and crippled 
in preventable home accidents than from auto acci- 
dents or polio. 

Education of parents and the public can do much 
to prevent this maiming and slaughter. If your com- 
munity has not had a child safety campaign, cen- 
tered on accident prevention in the home, what 
more effective piece of public service could your 
local chapter undertake than the development of 
such a program? Appoint a committee of three and 
let them see if they can stimulate the county society 
to undertake the project. 

If the county society is too busy (won't do it), 
then why not work up a program along the follow- 
ing lines. First talk to the local newspapers and win 
their co-operation. Work up a series of pictures to 
be run once every issue or a group to be run on a 
page spread. Such things as a child crawling under 
the sink for the can of lye; a baby sitting down with 
his legs curled eating ant paste as he would jam; a 
baby just able to stand reaching for a pair of scis- 
sors; a little boy playing with his hands in the lawn- 
mower; a baby pulling the tablecloth and the coffee 
percolator off the table; some children playing be- 
hind the auto as it backs out of the garage. 

You and your newspaper man can think up a 
hundred more telling pictures that will carry the 
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message. Try and work in as much local color as 
you can with children from the kindergarten and 
public school. 

There's your idea, now go to it. What is more 
appropriate than that the family doctors undertake a 
program with the press to help reduce the accidents 
to children? 


How Many Would You Like? 


IN THE past couple of years the American Medical 
Association has furnished us (its members) with a 
variety of publications and pamphlets which it has 
hoped we would use to distribute to patients as 
pickups from the reception-room table, and as in- 
serts to be distributed through mailings. Unfor- 
tunately the majority of these publications have 
suffered from lack of elegance (or shall we say they 
just looked cheap), have in general been excessively 
verbose, and have lacked adequate illustrations to 
stimulate the average reader interest. 

The recent publication of a four-leaf pamphlet, 
“A Doctor for You,” is in such contrast to the usual 
run that we are forced to ask the question: “At last 
is there a new policy?” We hope so. 

This pamphlet is neat and dignified in appear- 
ance, seems to be printed on an adequate quality of 
paper, is well illustrated, and the text is clear 
enough, brief enough, and interesting enough to 
carry the reader through to the conclusion. 

Members of the Academy should co-operate 
heartily in requesting copies of the pamphlet, “A 
Doctor for You,” to place on the reception-room 
table. You will thereby give concrete approval to 
an advancement in policy of the A.M.A., and will 
be forwarding our cause as doctors of medicine. 
Drop a card to A.M.A. now requesting your supply! 


Damned If You Do—Or Don’‘t 


“Free” health service can produce some odd reper- 
cussions. The economic going has been getting 
progressively tougher for British “free medicine’— 
to the point that patients are now being required 
to pay for their false teeth and eye glasses. There 
was an immediate and amusing scramble among 
Government members of Parliament to avoid iden- 
tification with the new regulation. 

But the Ministry of Health chose the more direct 
protective device of counterattack. From the office 
of the Minister for National Insurance, Dr. Edith 
Summerskill, there issued a frenetic outburst 
against the “extraordinary, unquenchable thirst of 
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the public for medicines’—implying that the Eng- 
lish are zealously hoarding “bottles and jars of 
drugs worth thousands of pounds.” The English 
public also votes, so she made haste to point out 
that “the guilty men are the doctors who, through 
ignorance or to please or impress patients, prescribe 
expensive, branded proprietary drugs.” 

To complete the red herring, Aneurin Bevan 
followed with this accusation regarding the chief 
responsibility for abuse of the Health Service: “I 
would say it is in the manipulation of fee-paying 
beds by specialists in hospitals.” There is no evi- 
dence, according to the British Medical Journal, 
that these beds are being misused in any way. 

Nevertheless, we are treated to the spectacle of 
British doctors, originally castigated because of 
their conviction that “free” health service would 
not work economically or in the best interests of 
the sick, now being maligned because they were 
right. It would seem that when you practice by 
fiat and regulation, you're damned if you do and 
damned if you don’t! 


The Solitary Pulmonary Tumor 


Tue routine use of the chest x-ray is of great value 
in the detection of pulmonary diseases in the asymp- 
tomatic phase and in the stage of their early de- 
velopment. The importance of such routine films in 
the recognition of tuberculosis is widely appreciated, 
but there has not been sufficient emphasis on the 
use of this technique in the diagnosis of early 
bronchiogenic carcinoma. Yet malignant lung 
tumors, even in the early stage, often cast shadows 
in the x-ray film. Those located in the large bronchi, 
by interfering with the mechanics of bronchial func- 
tion, give rise to atelectasis or localized emphysema. 
Those originating in the smaller bronchi or bron- 
chioles are readily seen because of the contrast be- 
tween the aerated peripheral lung fields and the 
tumor. The peripheral bronchiogenic carcinoma is 
too often mistaken for a benign lesion. 

The solitary pulmonary tumor assumes great im- 
portance because there are no criteria which are 
consistently reliable for differentiating the benign 
from the malignant. Malignant bronchiogenic car- 
cinomas of the peripheral type comprise about 25 
per cent of all bronchiogenic carcinomas, and are 
often seen as a peripheral solitary nodule in a pa- 
tient who has few or no respiratory symptoms. All 
too often, because of the circumscribed nature of 
the lesions and the paucity of symptoms, the recom- 
mendation is made to repeat the chest x-ray in three 
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to six months. Such a procedure is unjustified, since 
the failure of the nodule to increase in size gives 
no assurance of its benign nature, and this period 
of observation may prove disastrous because of 
growth and extension of a malignant tumor. 

The demonstration of calcium within the nodule 
by tomography or spot Bucky films suggests that 
the lesion is benign, and most likely represents a 
tuberculoma, chondroma, or hamartoma. However, 
chronic lung abscess, cyst, metastatic osteogenic sar- 
coma, or a bronchiogenic carcinoma in the region of 
a Ghon tubercle may also reveal calcium within a 
solitary lesion. 

Since an accurate preoperative diagnosis is often 
impossible, early thoracic exploration provides the 
only safe means of determining the precise nature 
of the x-ray densities. The low risk of exploratory 
thoracotomy and the high incidence of malignancy 
make this operation the only acceptable method of 
managing the solitary pulmonary tumor. 

(Further information on the solitary pulmonary 
tumor is given on page 70. Ep.) 


Sickness Absenteeism Drops 


A reEPorT just issued by the Division of Industrial 
Hygiene of the United States Public Health Serv- 
ice indicates that industrial workers of this country 
were maintained in a slightly better state of health 
during 1950 than during the preceding five years. 
This report is figured on the basis of the number 
of absences per one thousand males, and covers 
approximately 170,000 male workers in various 
industries. 

The figure for all types of sickness in 1950 
stands at 99 compared to 101.6 for the preceding 
five-year average. Sickness due to respiratory dis- 
eases was 33.4 compared to 38, due primarily to 
a 3.1 drop last year. 

Digestive diseases, on the other hand, showed 
a 1.6 increase in 1950 over the five-year average, 
with the major increase in the number of appen- 
dicitis cases. 

However, 1950 was apparently not as good a 
health vear as 1949, as the third and fourth quarter 
rates for 1950 show an increase of about 20 per 
cent over the same quarters of the preceding year. 
Similar increases are noted for the digestive group 
of diseases. This suggests that we may be experi- 
encing the beginning of an upward trend in in- 
dustrial illnesses—a phenomenon in harmony with 
past experiences during periods of increased in- 
dustrial activity. Since there is every indication 


that this activity will continue to increase with 
more and more normally nonindustrial workers and 
over-age workers appearing on payrolls, general 
practitioners who engage in industrial practice 
might well begin to alert their industrial contacts 
to the desirability of instituting sound preventive 
measures to insure a minimum amount of ab- 
senteeism. 


Effect of Aureomycin on Liver 


ANOTHER interesting chapter in the story of the 
antibiotics is being written from the investigations 
of the influence of aureomycin on the liver. Last 
year an evaluation was reported of the use of aureo- 
mycin in epidemic hepatitis. The drug was given 
to alternate patients in doses of 1 Gm. daily for ten 
days. There was no appreciable difference in the 
clinical or laboratory response between the thirty- 
seven patients who received aureomycin and the 
thirty-seven controls who did not (Am. J. M. Sc., 
220:1, 1950). However, there was suggestive evi- 
dence that the late manifestations of the disease 
might be controlled to some extent. This led to the 
development of a tentative hypothesis based upon 
the premise that liver injury from viral, nutritional, 
or other factors may be accentuated by the passage 
of products of the intestinal flora or of the micro- 
érganisms themselves through the liver. This as- 
sumption that an injured liver, such as one injured 
by hepatitis virus, might be unable to cope with 
absorbed toxic metabolites of the intestinal flora was 
then tested in several ways. 

First aureomycin was added to a diet known to 
provoke regularly a state of hepatic necrosis in rats. 
It was found that the aureomycin had a significant 
beneficial effect in preventing experimental hepatic 
necrosis (Am. J]. M. Sc., 220:6, 1950). The circum- 
stances of the experiment seemed to favor the 
thought that this beneficial influence of aureomycin 
was a result of its antibiotic effect on the intestinal 
flora. 

Next, aureomycin was given to four patients in 
acute liver failure with coma. Two of the patients 
had liver failure complicating viral hepatitis; the 
other two, portal cirrhosis. All four of these patients 
improved, and in three instances the results were so 
dramatic that the authors were convinced that they 
could be attributed to no other factor than the 
aureomycin (Am. J. M. Sc., 220:166, 1950). Again, 
these results seemed to support the hypothesis 
originally stated. 

Finally, aureomycin was given in doses of 2 Gm. 
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daily to thirteen patients with chronic liver disease 
which had appeared to be relatively stable after a 
suitable period of observation on the usual thera- 
peutic measures. The authors recognized that the 
results of this study were difficult to evaluate, but 
it was believed that seven of the thirteen patients 
showed improvement that could be related to aureo- 
mycin therapy (Am. J. M. Sc., 220:173, 1950). 
Once more it was felt that the original hypothesis 
was supported. Since then other investigators have 
attested to the value of administration of aureomy- 
cin to patients with hepatic coma or chronic liver 
disease unresponsive to usual therapeutic measures. 

On the other hand, in a study of 103 patients 
treated for various infections with aureomycin, 
Lepper and co-workers turned up seven cases in 
which liver dysfunction seemed to result from the 
drug. They found, however, that the incidence of 
liver dysfunction seemed to be related directly to 
the dosage of aureomycin. Greater than ordinary 
amounts had been given to the patients who showed 
hepatic disorder. Carrying their investigations to 
experiments with mice and dogs, the investigators 
confirmed the impression that the incidence of 
hepatic damage is related to the amount of aureo- 
mycin given. In these latter experiments, they also 
found that the toxic effects were not a result of the 
antimicrobial action of the drug, because they could 
not be prevented when the drug was inactivated by 
heating. Recognizing, therefore, that the dosage of 
aureomycin is the critical factor in provocation of 
hepatic damage, they recommend that when aureo- 
mycin must be given intravenously to adults, the 
total dose should not exceed 2 Gm. a day, and that 
when a patient is taking aureomycin by mouth, he 
should not receive more than 1 Gm. a day intra- 
venously in addition (Arch. Int. Med., 88:27}, 
1951; ibid., 88:284, 1951). 

Finally, it should be recalled that Merliss and 
Hoffman have reported that prolonged diarrhea 
may follow administration of aureomycin and re- 
lated drugs (New England J. Med., 245:328, 1951). 
It was their impression that this diarrhea is probably 
due to a deficiency state secondary to the destruc- 
tion of the normal intestinal flora. They found that 
the diarrhea responded promptly to injections of 
liver extract plus ingestion of vitamin-B complex. 
Knowing how sensitive the liver is to deficiencies of 
the B-vitamins, one might speculate that the tend- 
ency of aureomycin to provoke diarrhea because of 
altered intestinal flora and consequent deficiency of 
essential vitamins, constitutes some risk of provok- 
ing hepatic damage. 
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From these various studies, one may perhaps con- 
clude that aureomycin, like many potent drugs, is a 
two-edged sword. Although it has the potentiality 
of causing liver damage, its use is justified by the 
prospect of lightening an otherwise serious prog- 
nosis in cases of severe liver disease—particularly 
hepatic coma and advanced cirrhosis. At the same 
time, the potentiality of the drug for altering liver 
function adversely may perhaps be minimized by 
attention to the recommendations of Lepper regard- 
ing dosage and by simultaneous administration of 
liberal amounts of vitamin-B complex. 


Cancer Detection and Charity 


Tuanks to the educational programs of many agen- 
cies, patients are becoming increasingly aware of the 
fact that cancer detection, like charity, begins at 
home. They have been alerted to the need for see- 
ing a physician when certain “danger signals” ap- 
pear. They are being taught the advantages of 
periodic physical examinations for the disclosure of 
various diseases in their latent stage—cancer espe- 
cially. 

As a part of the program for discovery of incipient 
disease, cancer detection clinics have been organ- 
ized. Although other factors undoubtedly have some 
influence, it is our impression that the mere exist- 
ence of such clinics is partly a reflection of certain 
inadequacies of physicians’ methods. The sooner the 
cancer detection clinics in our hospitals and public 
health agencies go out of existence, the sooner our 
practicing physicians can feel that they have met 
the challenge that the best cancer detection clinic is 
the personal physician's office. There are a number 
of reasons why this is true. First of all, the personal 
physician knows his patients well. He has a keener 
personal concern with their problems, and a broader 
view in his search for disease. He is not limited to a 
search for cancer, diabetes, heart disease, or tubercu- 
losis, but is interested in the entire welfare of his 
patient. Moreover, his interest is an enduring one, 
so that his kind of program offers greater likelihood 
of continuity of effort in the detection of diseases in 
their incipient stage. 

The methods which the personal physician 
should employ are clearly indicated. To start with, 
he must have a strong conviction of the advantages 
offered by periodic health examinations. Most of his 
patients already have this conviction, and the others 
are soon persuaded. Out of such convictions, a pro- 
gram naturally develops for regular re-examination 
of his patients. The technique which he and his 
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patients devise for the performance of these check- 
ups varies according to the individual needs of the 
practice. Quite obviously it must include a method 
for notification of patients that check-ups are due— 
a notification which the patients almost always ap- 
preciate as one of the benefits of having a personal 
physician. But there is more to periodic health ex- 
aminations than a conviction of their merit. The 
physician must be prepared to do the best job pos- 
sible. This implies that in every case he will record 
a good history and perform a meticulous physical 
examination. For the latter purpose, he should be- 
come as familiar with the use of certain diagnostic 


More Tuan any other individual, the family doctor 
is particularly aware of the problems of handicapped 
children and of the staggering task of helping them 
achieve the physical development, personal happi- 
ness, and economic usefulness desired for all. 

To all of us, progress toward the solution of 
these problems seems painfully slow, and sometimes 
even at a standstill. In retrospect, however, we can 
see changes and progress that seem as swift as the 
flight of time. In the last quarter of a century, 
milestones have flashed rapidly by—almost incredi- 
ble advances in medical and surgical techniques, in 
awareness and understanding of the social and 
emotional needs of children, and the provision of 
special educational services for hundreds of thou- 
sands of children. 

These rapid developments have brought with 
them two tremendous obligations—to interpret and 
to implement them in a practical program of direct 
services for the handicapped. In this process of im- 
plementation, much has been learned, and certain 
principles have been evolved which we believe may 
serve as guideposts for the future. 

First, in considering the problems of the physi- 
cally handicapped, we must do all that is possible 
to ensure a peaceful, enlightened society, in the 
world as a whole. The problems of the handicapped 
are basically the problems of all people, the handi- 
capped have an added burden to carry and an ob- 
stacle to surmount. While our special concern is to 
help those who are handicapped, we must never 
forget that we can help them best in a good society 
where enlightened, productive, and peaceful people 
live. 

Second, we obviously have to think in terms of a 
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tools as he is with his stethoscope. The ophthalmo- 
scope, the laryngeal mirror, and the proctoscope— 
or better still the sigmoidoscope—must be used ef- 
ficiently. When, by habit or by training, the physi- 
cian has not acquired facility in the use of these 
tools, he should avail himself of an opportunity to 
develop this facility as a part of his continuing post- 
graduate education. He must recognize the advan- 
tage of routinely employing simple laboratory tests 
for the detection of anemia, kidney disease, urinary 
tract infections, syphilis, and diabetes. He must in- 
sure that his patient has the advantage of periodic 
x-ray examinations of the chest, if not in the per- 


whole society, in which each citizen is judged to 
have certain inalienable rights as a free and worth- 
while individual. In such a society, the handicapped 
are a normal part. They do not exist as a group 
apart, with separate lives. Their needs and rights 
are the same as those of every other person—of all 
of us. 

We do not mean to ignore the obvious fact that 
the handicapped individual suffers certain limita- 
tions as the result of his condition. We must recog- 
nize this, and recognize, too, the consequent re- 
sponsibility of society to modify procedures and 
methods to meet his needs. 

Third, we need to think in terms of individual, 
family, and community security, of opportunities 
for social participation and productive employment 
in keeping with the capacities of the individual and 
the needs and desires of society. 

Fourth, a program for the handicapped means 
assuring to every handicapped individual, whatever 
the severity of his condition, those services in the 
fields of health, welfare, education, recreation, re- 
habilitation, and employment, which will enable 
him to attain to the fullest possible enjoyment of 
his physical and mental capacities, and to take a 
constructive part in society. We mean further that 
every handicapped individual shall have these serv- 
ices to the extent to which he can benefit from 
them, regardless of his race, color, or creed, where 
he may live, or the economic status of his family. 

Fifth, the word “crippled” is taking on a new 
meaning. From the narrowly defined concept of a 
crippling condition as an orthopedic defect, there 
has developed a broader definition—one which en- 
compasses within the meaning of the word “crip- 
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sonal physician’s office, then in a private x-ray lab- 
oratory or a public health agency. For cancer detec- 
tion especially, the physician must be fully ac- 
quainted with the indications for biopsy examina- 


tions, and must be prepared to perform these exami- 


nations promptly, or to see that they are performed 
in special cases by competent consultants. 

By the use of these methods in periodic health 
examinations, and by the inclusion of others when 
necessary in special cases, the personal physician 
brings to his patients all the advantages of early 
detection of malignant neoplasm. With such early 
detection comes the opportunity for prompt action 


in order to arrest, control, or cure disease. His office 
is more than the best cancer detection clinic—it is 
the best general diagnostic and therapeutic clinic. 


On the Other Hand 


Uncre Wicrrep was leafing through a comic book 
the other day while we were discussing the growth 
of specialism in medicine with a doctor friend. Our 
friend referred to the recently formed American So- 
ciety for Surgery of the Hand. 

With a slightly incredulous look Uncle Wilfred 
blinked and interjected, “Which hand?” 


pled” all types of handicapping, including the ortho- 
pedic; defects of vision, hearing, and speech; epi- 
lepsy; heart disorders; and maxillofacial conditions, 
congenital and acquired, such as cleft lip and 
palate, hemangiomas, burn scars, etc. 

For instance, at the September 1946 meeting of 
the United States Children’s Bureau Advisory 
Committee on Services for Crippled Children, 
recommendations were made to broaden the defini- 
tion of crippled children and services offered to 
them, and to clarify definitions and improve regis- 
tration procedures. Attention was called to the 
problem of children with rheumatic fever, cerebral 
palsy, speech and hearing defects, epilepsy, and 
chronic illnesses. The Committee advised favorable 
consideration of exploratory projects in orthodontia, 
and asked for a national fact-finding survey regard- 
ing the incidence and prevalence of cerebral palsy 
and the number of children so afflicted or with 
other orthopedic handicaps who may be found in 
institutions for the mentally deficient; and recom- 
mended further that children with speech defects 
be included in state programs, regardless of whether 
the causative factors were organic or functional. 

A comprehensive program of services for the 
handicapped must be based on the belief that they 
have a right to: 

1) Good physical health, and that degree of utili- 
zation of capacities which medical, surgical, and re- 
lated professional knowledge make possible. 

2) Security in home and community—a security 
founded on acceptance and recognition of the worth 
of the individual. 

The responsibility for initiating and conducting 
such a program of care and education is so immense 
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and so complex that it can be met only through the 
complete mobilization of all groups—professional 
and lay, public and voluntary. Recognizing this, 
the American people have joined together volun- 
tarily to assist the medical profession in the realiza- 
tion of a program to achieve the goals we have set 
for maximum physical rehabilitation and social and 
economic integration of the handicapped. 

As Dr. George F. Lull, Secretary of the American 
Medical Association, said at the 1949 convention of 
the National Society for Crippled Children and 
Adults: “Americans are friendly people; they like 
to help their neighbors in distress. Americans are 
independent aggressive people. They tackle any 
problem and work hard at its solution, not waiting 
for the services of government to do the job they 
feel they can do better themselves. Americans are 
enthusiastic supporters of a just cause. They spend 
not only their money, but hours upon hours of their 
time promoting, developing, and strengthening vol- 
untary agencies with desirable goals. 

That is why 300,000 outstanding men and 
women voluntarily serve on the boards and com- 
mittees of 20,000 voluntary health agencies. That 
is why the American public subscribes an annual 
$100,000,000 in gifts ranging from pennies to for- 
tunes to permit these agencies to do their work. 
That is why millions of citizen volunteers roll up 
their sleeves to plan and execute, and collect money 
needed to execute, the hundreds of health programs 
directed toward health education, research in dis- 
ease prevention and control, and assistance to the 
unfortunate victims of disease.”--LawrEeNce J. 
Linck, Executive Director, National Society for 


Crippled Children and Adults, Inc. 
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Healing of Peptic Ulcer 


Progressive 
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BY ALLEN E. 


HUSSAR, M.D. 


Tuscaloosa, Alabama 


There is still no cure for peptic ulcer, and there is no way of surely preventing recurrence. 


Nevertheless, the physician can do much to prolong remissions and to keep 


recurrences mild. For these purposes, thorough indoctrination of the patient in the 


principles of an “ulcer life” is most important. 


ALTHOUGH great effort has been made during the 
past few decades to bring about the “cure” of peptic 
ulcer, it may be fairly stated that there has been no 
substantial improvement in the medical manage- 
ment of this disease since the time of Sippy. 

Psychiatric studies have contributed to a better 
understanding of its etiology but very little to the 
management of the disease. Psychotherapy is not 
available to the average patient for various reasons. 
Vagotomy has not been accepted as a routine pro- 
cedure. Enterogastrone does not fulfill the criteria 
of practical therapy. The new drug, Banthine, is 
under investigation in an attempt to accomplish 
“medical vagotomy,” and the early, good reports 
await confirmation. 

The constant striving to devise better methods for 
the management of duodenal ulcer is justified by its 
prevalence. The incidence of the disease, as re- 
ported in clinical and autopsy studies, varies with 
the sources, but one may conclude that at least 5 


Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and conclusions published by the author are the re- 
sult of his own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 


per cent of the population suffer at some time in 
their lives from peptic ulcer. In the present state of 
our knowledge we have no means for reducing this 
incidence. However, we should be able to influence 
the course of the illness and thereby diminish suf- 
fering, invalidism, and mortality rate. 

Numerous appraisals have been made of the re- 
sults of the present-day medical management of un- 
complicated peptic ulcer. The figures for a five-year 
cure vary with different authors. About 50 per cent 
of patients are believed to stay free of symptoms 
after initial hospital care, if it is followed by a prop- 
er ulcer regimen. Forty per cent have rare or mod- 
erately frequent recurrences, and 10 per cent are 
intractable to medical management. Flood has re- 
ported on the length of the average symptom-free 
period after therapy for 233 patients during a total 
of 1,603 patient-years. Sixty-three per cent of the 
years were “satisfactory” (none or mild symptoms), 
37 per cent of the years were moderately severe 
(24.3) or incapacitating (12.7). 

The question arises if these figures represent the 
best possible resuits with present-day medical man- 
agement of uncomplicated peptic ulcer. The answer 
is “no” for three reasons: First, the figures of good 
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results vary widely with different sources; second, 
instructions on how to avoid recurrences are not 
always adequate; and third, co-operation of the pa- 
tient is poor in a large proportion of the cases. It is 
the purpose of this paper to improve therapeutic 
results by getting better co-operation from ulcer pa- 
tients through better education. This is one particu- 
lar responsibility which the physician frequently 
neglects. 

Peptic ulcer is a lifelong disease marked periodi- 
cally by a phase in which the lesion is temporarily 
healed. The aim of therapy is to make this phase 
“permanent” by prevention of recurrences. The 
treatment of recurrences is not much of a problem, 
since about 95 per cent of patients with uncompli- 
cated ulcer become symptom-free in a few days with 
conventional therapy, and the lesion heals in four 
to six weeks. 

The sum of all means by which recurrences are 
prevented is called “ulcer life.” This, the ulcer pa- 
tient has to follow as long as he lives. It does not 
impose greater restrictions than a diabetic life, 
which, in fact, is usually well accepted by diabetic 
patients. 


Education of the Patient 


One of the several reasons why medical treatment 
should be introduced by three or four weeks’ treat- 
ment in a hospital is to educate the patient for ulcer 
life. Hospitalization will help to impress upon him 
the seriousness of the illness. It will give the physi- 
cian an opportunity to become familiar with the 
personality of the patient, with his emotions and his 
conflicts. It gives the physician ample time to teach 
his patient all details of an ulcer life and helps the 
patient to understand the instructions better, since 
most of them are demonstrated by treatment in the 
hospital. Therefore, an initial period of hospitaliza- 
tion is a good investment toward successful man- 
agement of peptic ulcer. 

The patient should be persuaded that by accept- 
ing certain restrictions he may expect to be free of 
trouble for the rest of his life, or to have symptoms 
infrequently and for short periods. On the other 
hand, the consequences of negligence are frequent 
recurrences causing misery, complications, disabili- 
ty, and death. The patient has to understand that 
the doctor’s part in the treatment of duodenal ulcer 
ends when he has given the necessary instructions 
for an ulcer life and is resumed only with the onset 
of complications. Therefore, the patient's fate is in 
his own hands. 


Diet 
The patient is taught that the purpose of dietary 


treatment is to protect the stomach and duodenum 
from chemical, mechanical, and thermal irritations, 
and, furthermore, to neutralize the acid gastric se- 
cretion. This can be accomplished with a bland diet, 
providing the patient is told when and how to eat. 

In addition to the three main meals, he should 
never let more than two hours pass during his 
waking hours without “neutralization.” Often the 
patient objects, saying that he cannot do this while 
working. He is instructed that between-meal feed- 
ings may consist of a small meal, a glass of milk, a 
few crackers, or antacid tablets. They all serve the 
same purpose and can be interchanged according 
to the patient's preference, appetite, weight, bowel 
habits, and convenience. There is no situation in 
which a person cannot chew a couple of antacid 
tablets at least. In some cases, the regimen has to be 
readjusted by decreasing the two-hour interval 
and/or including one or two night feedings. 

How to eat is also important in the dietary regi- 
men. The three main meals of an ulcer patient 
should not be occasions for discussion of business or 
unpleasant topics. Rather they should be times for 
relaxation. The meal should not be too large, and 
the patient should eat slowly, chewing well and not 
swallowing anything too hot or extremely cold. 


Drugs 


Antacids are the only type of medication needed 
in the management of remissions. Such drugs are 
only taken in place of between-meal snacks and can 
be omitted if the patient can arrange to have, for 
instance, milk every two hours between meals. As 
already mentioned, antacids can be carried in tablet 
form and should be chewed and swallowed with 
little or no water. Although belladonna preparations 
or sedatives are unnecessary during remissions, they 
may be taken temporarily, during periods of stress. 
If a patient becomes constipated because of this 
treatment, the addition of a magnesium-containing 
antacid will usually correct that condition. 

When there is a concomitant disease which re- 
quires prolonged drug therapy, the drug should be 
taken after meals and should be in a form that will 
cause least irritation to the stomach. The patient 
should be warned to refrain from buying patent 
medicine for the relief of his symptoms and from 
taking any medication which has not been ordered 
by his physician. 
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Habits 


The physician runs into the greatest resistance 
when he instructs the patient to give up smoking. 
At this point, a considerable number of patients 
will not co-operate. Nevertheless, the physician’s 
attitude on this question should be definite and 
rigid, allowing compromise only in rare instances. 

His attitude should be the same in regard to alco- 
holic beverages. However, after a long symptom- 
free period, the patient may occasionally be allowed 
a glass of well-diluted whiskey with or after a meal. 
Carbonated drinks should be completely omitted. 

Although coffee and tea should be avoided, some 
compromise is allowable when there have been no 
symptoms for a year. The patient may then drink 
one-half cup of weak coffee or tea with cream, once 
or twice a day, with or after meals. 


Physical Stress 


If the patient’s occupation is one which requires 
vigorous physical work, he should be strongly ad- 
vised to change jobs. It may or may not be possible 
to make such a change, but he probably would 
never attempt the change without the physician’s 
recommendation. While the patient is young 
enough, re-education in a different occupation may 
be advisable. If the patient is more advanced in 
years and is self-employed, he may simply need to 
hire a helper. If he is employed, he may be able to 
obtain a different job assignment. He may seek 
assistance from the United States Employment Serv- 
ice, which in many communities has a division for 
the placement of the handicapped. 

The ulcer patient also must be taught that he 
requires more rest than the average person. He 
should have at least eight hours of sleep daily— 
possibly more—and should take vacations regularly. 
He should find time for relaxation, entertainment, 
and hobbies, but should refrain from strenuous 
physical activity, including competitive sports. 


Emotional Stress 


It is necessary that the physician spend more 
time on this aspect than on any other detail of the 
educational program. Good relationship with the 
patient will enable the doctor to uncover, in straight- 
forward interviews, those mental and emotional 
stresses which are not very deep-seated. If the physi- 
cian divines the necessity for expert psychotherapy, 
and the patient can afford it, he should seek it. 


GP January, 1952 


However, a great deal can be accomplished solely 
by correction of the patient’s superficial conflicts. 
The patient must first understand that the adjust- 
ment of these problems will contribute substantially 
to the successful management of his disease. Here 
again, as in the case of physical stress, it may or may 
not be possible to make appropriate changes in the 
patient’s life, but unless the physician furnishes the 
stimulus, the patient would probably never even 
attempt such changes. 

Changing employment may eliminate a stress- 
situation caused by a disliked job or employer. Resig- 
nation from a club committee, a society, or an asso- 
ciation may spare unnecessary worry and arguments. 
Separation from a nagging relative or adjustment of 
unsettled love, family, or financial affairs is some- 
times accomplished when the patient understands 
their bearing upon his physical condition. 

Preparation for Stress-Situations. At times, stress- 
situations are unavoidable. A court appearance, fil- 
ing an income tax return, negotiation of a difficult 
business deal, or the illness of a loved one are just 
a few examples. These situations may provoke re- 
currence of an ulcer even in a patient who has ful- 
filled all the requirements of a proper ulcer life. 

To avoid recurrence under stress, the patient 
must take additional precautionary measures. On 
the day before, or at the onset of stress when it 
arrives unexpectedly, he must shorten the interval 
between neutralizations, by taking milk or antacid 
(singly or alternatingly) every hour instead of every 
two hours. In addition he should take phenobarbital 
with atropine four times daily. This regimen is con- 
tinued for the duration of stress. 


Management of Recurrence 


As mentioned above, there may be rare or mild 
recurrences even during a proper ulcer life. Al- 
though he should usually return to his physician 
for advice when his ulcer symptoms recur, the pa- 
tient should also know how to care for such an in- 
cident himself. He must stay home, rest, restrict his 
diet to Sippy’s third-week prescription, and take 
milk and antacid alternately every hour and pheno- 
barbital with atropine four times a day. He should 
adhere to this regimen for at least a week (symp- 
toms usually subside before then) and veturn to his 
usual bland diet gradually thereafter. After the 
fourth week, he may discontinue taking pheno- 
barbital and atropine. Rest at home for about two 
weeks is the most valuable part of the treatment of 
recurrences. It is also important to know that this 


: 


regimen will give satisfactory results only if it is 


begun early. 


Physician’s Care and Hospitalization 


It is essential that the patient know when to re- 
turn to his physician during the course of an ulcer 
life. The indications are so definite that a list can 
be handed to him at the end of the educational 
session. In the case of duodenal ulcer, the patient 
should call the physician: 

1. If symptoms recur and do not respond prompt- 
ly to the management described herein. 

2. If unusual symptoms appear, or any of the 


ACTH AND CORTISONE FOR LEUKEMIA 


usual symptoms and unusual intensity are noted. 

3. If recurrences are coming at short intervals. 

4. If there is vomiting of bloody or coffee-grounds 
material. 

5. If there are bloody or tarry stools. 

6. In case of sudden, unexplained weakness. 

In the case of gastric ulcer, the same instructions 
are issued except that the patient should invariably 
call the physician when symptoms reappear. 

When the patient returns to his physician for 
any of these reasons, it is for the physician to judge 
whether or not hospitalization is required. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


ACTH anv Cortisone treatment for leukemia and allied disorders has been reported by Rosen- 
thal and co-workers (Blood, 6:804, 1951). Their forty-two cases included acute, subacute, and 
chronic leukemia; lymphosarcoma; Hodgkin’s disease; multiple myeloma; and lymphosarcoma with 


symptomatic hemolytic anemia. 


It is apparent from the experience reported by these authors that ACTH and Cortisone have a 
distinct, but limited and temporary value in certain selected cases of leukocytic proliferations. Of 
perhaps greater importance from a scientific viewpoint is the fact that, regardless of the type of 
leukocytic proliferative disease treated with ACTH, certain features were common to many of 


the cases which showed improvement. 


The specific hematologic effects included reticulocytosis and a marked increase in blood platelets. 
The response of the total white blood cell count appeared to depend on several factors: the initial 
level, the predominant cell type at the onset, and previous therapy. In general, the influence of 
ACTH and Cortisone is myelostimulatory in contrast to the folic acid antagonists (aminopterin) 
which are myelosuppressive. On the other hand, ACTH and Cortisone act on lymphocytic tissues 
and to a lesser extent on plasmocytic tissues in reciprocal fashion, with the result that lymphocytic 
proliferation may be reduced. These agents have a powerful influence in diminishing the abnormal 
hemagglutinin found in certain cases of acquired hemolytic anemia. In keeping with this influence 
is the tendency for quantities of globulin to be reduced in those hematologic disorders associated 


with an elevation of total plasmaglobulin (multiple myeloma). 


ADRENALECTOMY FOR CUSHING‘S SYNDROME 


In Cusuinc’s syndrome there is a distinctive habitus, characterized by an abnormal distribution of 
fat and wasting of muscle so that the face, neck, and trunk appear obese, while the extremities 
appear thin. Hypertension, osteoporosis, ecchymoses, diabetes, amenorthea or impotence, a pad of 
fat over the upper part of the back (buffalo hump), and distinctive purplish striations of an un- 
usually thin skin complete the syndrome. Although various endocrine lesions can produce this 
picture, Priestley and his co-workers point out that there is ample evidence to support the concept 
that the syndrome in all cases is an immediate consequence of hyperfunction of the adrenal 
cortex (Ann. Surg., 134:464, 1951). They have tried radical subtotal adrenalectomy for the treat- 
ment of twenty-nine cases. Preoperative and postoperative support with adrenal cortical extract or 
Cortisone is an indispensable part of the program. 

Following surgery, excellent remissions from Cushing’s syndrome were obtained in nineteen pa- 
tients. The operation consisted essentially of removal of 90 per cent of one adrenal gland and all 
of the other. Postoperatively, three of the nineteen patients developed chronic adrenal cortical 


insufficiency and required daily replacement therapy. 
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BY JAMES K. 


STACK, M.D. 
Northwestern University Medical School, Chicago, Illinois 


The wrist, shoulder, ankle, knee, and lumbosacral area are sites in which the 


diagnosis of sprain is frequently made. Often there is another, underlying lesion which 


is associated with the sprain or which is incidentally present. Under such circumstances, 


First, let us define our terms, as the words “sprain” 
and “strain” are often used loosely. Strain, with ref- 
erence to a muscle, a ligament, a tendon, or a joint 
capsule, means that the tissue has been stretched 
within the limits of tolerance. That is, no demon- 
strable lesion has been produced. For instance, if 
one holds his finger back in hyperextension for five 
or ten minutes, the finger and entire hand and prob- 
ably the forearm will become really painful. Yet, if 
immediately on its release, under local anesthesia, 
an incision were to be made and a piece of the joint 
capsule or the supporting ligament were to be taken 
for microscopic study, no abnormality could be seen. 
That is what we mean by strain. Another homely 
example is the bamboo pole used by the vaulter. It 
is strained every time he vaults, but it is within 
the limits of tolerance of the wood and promptly 
springs back to normal. 

On the other hand, a sprain represents an actual 
disruption of varying degree in the supporting struc- 
tures of a joint. The ligaments, joint capsule, blood 
vessels, or nerves may be torn. Perhaps the fore- 
most example of a severe sprain which may be men- 
tioned here would be a joint dislocation, where all 
the supporting structures are disrupted to the point 


treatment directed only to the sprain may be inadequate; chronic, severe disability may then result. 


where the articulation is permitted to come apart. 

The diagnosis of sprain many times is relatively 
easy and may be arrived at quickly. However, it is 
entirely possible for a more obscure and more seri- 
ous joint lesion to be present, masked by the sprain. 
Certain joints are particularly vulnerable to sprain 
and, due to their structure and function, are likely 
to harbor underlying lesions which may be readily 
missed in the presence of an acute sprain. 


Wrist 


The diagnosis of a sprained wrist is made fre- 
quently and is caused by much the same mechanism 
as Colles’ fracture, fracture of the navicular, or dis- 
location of the lunate, namely, by a fall on the out- 
stretched hand. The wrist is swollen, tense, and 
painful, and motion may be greatly limited. But the 
diagnosis of a sprained wrist is so dangerous that 
we tell our students not to make it, at least not at 
the time of the first clinical and x-ray examination. 
Usually x-ray studies are made of the involved wrist 
in the routine anteroposterior and lateral positions, 
and if no fracture is obvious the patiert is generally 
told that the wrist is sprained. He ivceives the usual 
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treatment but may never quite recover. The reason 
he does not get well is because at the time the sprain 
occurred he sustained a hairline fracture through 
the waist of the navicular bone, which was not seen 
on the routine anteroposterior film of the wrist. It is 
not seen in that view because the navicular is a 
long bone compared to the others in the wrist, and 
one end may be superimposed on the other. The 
hairline fracture is thus obscured. Many times it 
takes a magnifying glass to see it, and it is virtually 
impossible to get a film good enough to project this 
fine hairline fracture on a screen. 

When you are tempted to make the diagnosis of 
sprained wrist, first obtain x-rays that will give an 
oblique view of the radial side of the carpus with 
the wrist in ulnar deviation and the navicular next 
to the casette. In that way the navicular will be 
brought out to its full length, and even the most 
minute disturbance in the bone can then be seen, 
though a magnifying glass may be required. If it can- 
not be seen on the first examination, it is good prac- 
tice to advise the patient to return in about two 
weeks for further check. If the hairline fracture was 
present in the first place but you were unable to 
see it, enough absorption will have taken place 
along the two sides of the fracture line during that 
period to make the fracture perfectly obvious. It 
will still heal if given proper treatment at this time. 

If the diagnosis of sprain is accepted and inade- 
quate treatment therefore given, the fracture symp- 
toms will continue, and irreversible changes will take 
place. These will be initiated by nonunion of the 
fracture and aseptic necrosis of one or both the 
fragments. There will follow fibrotic, arthritic, and 
cystic reactions due to chronic inflammatory change. 
These results are especially likely to occur in the 
wrist of the working man. 


Shoulder 


Sprain of the shoulder is another diagnosis com- 
monly made. Falls on the shoulder and falls on the 
outstretched hand with the force transmitted up the 
bones of the forearm and the humerus to the shoul- 
der are frequent. Many lesions of the shoulder that 
are diagnosed as sprain do not get well, because the 
underlying cause for the disability has not been rec- 
ognized. Either an x-ray film was not taken because 
the injury was looked upon lightly, or the full sig- 
nificance of what was seen on the x-ray was not ap- 
preciated. In the shoulder, perhaps the most impor- 
tant structure, and the one most frequently injured 
is the rotator cuff, a tendinous structure serving as 


the insertion of the abductors and external rotators 
of this joint, the supraspinatus, the infraspinatus, 
and the teres minor. Acute tears of this cuff, com- 
plete and incomplete, do occur, but more commonly 
the injury as described aggravates a pre-existing 
lesion of attrition. 

The shoulder (the humeroscapular joint) enjoys 
a wider range of motion than any other, and, for 
this reason, signs of wear and tear occur more fre- 
quently than in any other nonweight-bearing joint. 
These are minute partings of tendon fibers, and if 
placed superficially in the cuff, they will irritate 
the floor of the subacromial bursa and cause second- 
ary reactions within it. Such a combination of le- 
sions accounts for the pain in many shoulders with 
few or no objective findings. 

X-rays (Figure 1) disclose in many instances cal- 
cific shadows within the tendon substance in the 
region of the greater tuberosity, and these are fur- 
ther evidence of old trouble, likely to be aggravated 
by comparatively mild direct violence or by a lever- 
age-type injury. 

The danger of the diagnosis of sprain lies in the 
advice to rest the joint. These shoulders, if per- 
mitted to rest in the usual position of adduction and 
internal rotation, will develop adhesive changes 
about the capsule, and the stage will be set for the 


Figure 1. Calcification in the 
tendons of the rotator cuff. 
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very disabling and troublesome “frozen shoulder.” 

Lesions of attrition in the biceps mechanism (the 
tendon, its sheath, and the groove in which they 
lie) are also commonly the basis of chronic shoulder 
ailments. They are the usual forerunners of tendon 
rupture and can be the cause of persistence of 
“sprain” symptoms. 


Ankle 


Figure 2 shows the most common serious injury 
we see in the ankle that goes under the guise of a 
sprain. The clinical picture, as seen in the emer- 
gency room, is that of an ankle greatly swollen 
on the lateral side and with some discoloration in 
this area. The examiner is quite certain that the 
x-ray will disclose a fracture of the fibula, but it 
does not. The anteroposterior view on the left of 
Figure 2 shows no evidence of fracture, and there 
is a normal relationship of the joint surfaces. Be- 
cause of the intense swelling and the absence of 


fracture, an occult dislocation should be suspected. . 


and is proved in the view on the right of Figure 2. 
This view is obtained after procaine infiltration of 
the ankle joint or the use of a small amount of in- 
travenous sodium Pentothal. The ankle ‘s then 
placed in an equinus position, forced into inversion, 
and held there while the picture is being taken. The 
patient will not be able to invert his own foot 
enough to prove this point, and the ankle is usually 
too tender to accomplish it without local or general 
anesthesia. 

Normally, one is unable to tilt the talus in the 
ankle mortise. When such tilt is found, it means a 
disruption of the fibulotalar ligaments. If this in- 
jury goes unrecognized, the patient may recover 
from the primary injury but will have a chronic in- 
stability and intermittent disability. This is particu- 
larly true in women who wear a high heel and thus 
walk with the foot in equinus. This is, of course, 
a far more serious injury than a simple incomplete 
strain or sprain. These patients will recover only 
if the foot is properly immobilized for a long period. 


The knee is frequently sprained, and the medial 
collateral ligament is involved more than any other 
of its structures. The medial meniscus, which is at- 
tached to this collateral ligament, may also be dam- 
aged, after which there may be recurring or chronic 
difficulties hidden under the guise of sprain. Also, 
conditions such as osteochondritis dessicans, pop- 
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liteal and meniscal cysts, or discoid menisci may be 
present and may be aggravated by the sprain. The 
joint, of course, will then fail to respond to treat- 
ment that is directed at the sprain alone. 

Figure 3 is an example of a discoid meniscus. The 
patient was unaware of any trouble in the knee 
until it was sprained by minor twisting. The figure 
depicts a lateral joint space that is considerably 
wider than the medial one. It is wide because the 
lateral meniscus, instead of being a semicircular 


Figure 2. Occult dislocation of ankle. On the 
left is the routine anteroposterior view and 
on the right an ankle in forced inversion. The 
shadows above and below are the lead gloves 
used to protect the hands of the demonstrator. 


structure, is a solid disk-like structure, much thicker 
and much wider than normal. 

Air studies (pneumoarthrograms) of problem 
knees have been helpful in establishing the diag- 
nosis of minimal internal derangements. In many 
knees thought to have only chronic sprain, there is 
actually an internal derangement. There may be no 
special objective findings, and the doctor may have 
only the patient’s story to go on. This is particularly 
true of minimal tears in the posterior horn of the 
medial meniscus. Such lesions can be demonstrated 
preoperatively only when, first, they are suspected, 
and second, pneumoarthrogram studies are made. 
To make such studies, fluid is withdrawn and re- 
placed with air, and x-ray films are taken at various 
angles by soft-tissue techniques. 
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Figure 3. A pneumoarthrogram of the knee 
in which the air outlines the lateral menis- 
cus. It is discoid in type and has a tear in its 
substance. Such lesions may give recurrent 
symptoms and masquerade as a chronic sprain. 


Sacroiliac Troubles 


Finally, there is the so-called “sacroiliac sprain.” 
Things can happen to the sacroiliac joints, of course. 


They may be painful in the latter months of preg- 
nancy due to spreading. Rheumatoid spondylitis, 
leading finally to poker spine, many times begins in 
the sacroiliac joints. Tuberculosis of this joint is 
not uncommon, and tumors and fractures may in- 
volve it. But as far as sprain of the sacroiliac joint 
is concerned, it should be given up as a diagnosis 
or at least regarded with a great deal of suspicion. 
It is a convenient “waste-basket” type of diagnosis 
that is hard to substantiate when one considers the 
anatomy of the joint. In the Malgaigne fracture, 
which is sustained by a fall from a height and in 
which one side of the pelvis may be displaced up- 
ward a considerable distance by separation of the 
symphysis and a fracture through the ilium or the 
sacrum, the sacroiliac joint remains intact in spite 
of all the stress placed upon it. 

The great majority of patients in whom a diag- 
nosis of sacroiliac sprain or strain is made have a 
lumbosacral lesion. This lesion either is in the 
facets, secondary to arthritis, or is secondary to de- 
generation of the intervertebral disk substance. Or 
the lesion may be due to bulging or protrusion of an 
intervertebral disk, irritating or compressing a nerve 
root, or to actual extrusion in which the nucleus 
pulposus has ruptured through the annular liga- 
ment and is free in the neural canal. When a so- 
called sprained back is examined and an adequate 
attempt made to name the tissue and the level of 
damage, the legitimacy of the diagnosis of sacroiliac 


sprain will not be upheld. 


POSTURAL SHOCK 


IN PREGNANCY 


A rare type of shock observed during pregnancy is that in which the blood pressure falls precipi- 
tously when the patient is in the supine position. McRoberts postulates that this form of shock 
results from obstruction of the inferior vena cava by the pregnant uterus, causing a rise in venous 
pressure caudally and a fall in the pressure in the right auricle (Am. J. Obst. & Gynec., 62:627, 
1951). The condition is relieved after the uterus is emptied, or when the patient assumes some 
other position; turning to the side will relieve the condition. 

Although this form of shock is rarely observed as an isolated phenomenon, McRoberts em- 
phasizes that it may be superimposed upon some other cause for shock. He recommends, therefore, 
that in treating shock in pregnant women, it may be wise to have the patient on her side. 
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BY EDWIN A. DAVIS, M.D. 
Charleston General Hospital, Charleston, West Virginia 


Although fifty years have brought great scientific advances, the physician cannot 


neglect art for science. A cheerful, tolerant attitude, intellectual honesty, common 


sense, courtesy, high moral integrity, and a strong feeling of humility are just as important 


in handling patients as tests and drugs—maybe more important. 


Let me first name a few of the notable things that 
we did not have when I began to practice more than 
50 years ago; x-ray, a blood pressure instrument, in- 
sulin, liver extract, radium, blood transfusions, in- 
travenous medication (including glucose solution). 
We had very few serums or antitoxins, no antibi- 
otics, and no modern laboratory tests. To have put 
1,000 ce. of fluid into a vein then would have been 
considered murder. The stethoscope was just com- 
ing into use. My old professor of medicine, while he 
told his students to get one and learn to use it, did 
not use one, stating that he 
had become accustomed to 
using his ear on a chest and 
could not get used to a stetho- 
scope. 
I don’t think you younger 
men who have started your 
profession since the sulfa drugs 
and penicillin have come out, 
will ever get the thrill that I 
do from seeing a severe case 
of pneumonia or meningitis 
respond to their use. You have 
never seen a patient with 
pneumonia grow daily worse 
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for five to eleven days, nor have you had to stand by 
knowing that nothing you could do was of any cer- 
tain value, nor have you seen from twenty-five to 
forty out of every hundred die, in spite of your 
frantic efforts with quinine, carbonate of creosote, 
digitalis, mustard plasters, and perhaps a little oxy- 
gen by mask. 

It has always seemed to me that no other vocation 
involved the assumption of so much responsibility 
as that of the doctor. We deal in human lives and 
human welfare and happiness. When you are 
asked to take charge of a sick 
person, someone is paying you 
the greatest possible compli- 
ment by trusting either his 
own life or the life of a mem- 
ber of his family to you. Let 
us assume this responsibility in 
all humility and with a sin- 
cere determination to give our 
best. 

There is more to the suc- 
cessful practice of medicine 
* than the technical or scien- 
tific part. To be a really great 


doctor, I think one must have 
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an abundance of both the science and art of medi- 
cine at his command and know how to use them 
concurrently. Let us concede at the beginning that 
the care of the sick is often a difficult and some- 
times even a thankless job, but once having taken 
up the study and practice of medicine as your life 
work, give without stint to aid in restoring to health 
the sick and afflicted, and to making the period of 
disability as comfortable and happy as possible. 

Let us not fail to remember that a sick person is 
necessarily an abnormal person, both physically and 
mentally, and cannot be treated like a well person. 
In addition to the giving of drugs or other methods 
of treatment, sick people need moral support, en- 
couragement, and cheerfulness from those who are 
taking care of them. Learn to carry these with you 
when you go into the sick room, and your patient 
will be helped by your very presence. This has been 
called by some, “bedside manner,” and it is a dif- 
ficult thing to explain. It is a gift that some have 
and which, I am afraid, some cannot acquire with- 
out great effort, if at all, but which all who follow 
the profession of medicine should try to acquire. 
Personality comes in here and this is also an indi- 
vidual gift of nature. Lucky indeed is he who has 
a good, adaptable personality. 

It is up to every doctor to learn to give his patient 


something besides a pill or hypo. Never carry your 


own troubles to your patient—he has enough of his 
own and doesn’t want to hear about the troubles 
of others. If the patient is not too ill, and especially 
when he is convalescent, sit and talk with him a 
while about some subject that interests him. Tell 
him a new joke if you have one on tap; make him 
smile before you leave if possible. Try to let your 
patient think that you are especially interested in 
him and his sickness. Be cheerful while with your 
patient. Be frank with some member of the family 
as to the seriousness of the patient’s condition, but 
as long as there is any hope of recovery, don’t dis- 
courage the patient. 


Telling Truth and Relieving Pain 


There are, of course, cases where we know the 
outcome is hopeless, and there will often come a 
time in such cases when we have to be frank with 
the patient or lose his confidence. It is not easy to 
tell a person that he has a hopeless disease and can- 
not recover, but this is just one of the many un- 
pleasant duties that a doctor has to perform. 

It may be well at this point to say a word about 
our duty to a patient when our efforts have failed 
and death is inevitable. Here we have an obligation 
to see to it that the passing from life to death is 
made as easy and free from pain and struggle as 
possible. Here you do a kindness not only to the 
one who is going out, but to relatives and friends 
as well. We doctors necessarily have to grow some- 
what accustomed to death, and it is easy to over- 
look the importance of this duty. We are likely to 
grow callous—and necessarily must to some extent— 
but let us not lose human sympathy and kindness of 
heart. I am not advocating doing anything to hasten 
the end—that is against the laws of God and man 
—but I know of no law which prohibits us from 
making the end as easy as possible. 

There are some conditions that we know cannot 
be cured, at least after they have advanced beyond 
a certain stage. Cancer is the outstanding example; 
here we have a most painful and long-drawn-out 
disease—one in which after a certain time we know 
that all we can do is relieve suffering as much as 
possible. Let us not fail in this. I am not by any 
means advocating the overuse of narcotics in the 
usual case, but when death is inevitable and the pa- 
tient suffering great pain, give enough to relieve 
pain. Sure, these patients will become addicts if 
they live long enough, but if it makes them com- 
fortable for the short time they have left to live, 
what of it? Not only does an opiate relieve pain, but 
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it adds to the sense of well-being of those who be- 
come addicted to its use, and, if a person in the 
last stages of any incurable disease can be made to 
see sunshine when the shadows are closing in, I 
for one am for it. 


Handling Patients 


You will need tact and judgment to successfully 
handle sick people, in addition to whatever tech- 
nical skill you may have acquired. This is true of 
any business or profession. The merchant must 
learn his particular merchandise and how to handle 
it. The doctor deals in people and must learn how 
to deal with all kinds of people, both sick and well. 
I grant you that there are times when it becomes 
necessary to be positive and to assert yourself, or 
lose the respect of your patient and the confidence 
of the family. However, it is a lot better to carry 
your point by tact and kindness, mixed maybe with 
a little persuasion. It pays good dividends, I think, 
to take a little time and explain to your patient why 
you are doing certain things to him and let him 
understand that, even though you may cause some 
pain, you are doing it with his good in mind. You 
may say that this should be obvious to the patient, 
and it is to most, but a little personal interest won’t 
do any harm in any case and will help in many. 
After all you are dealing with human beings and not 
machinery. A sick person is not his normal self and 
does not see things as he does when well. He is in- 
clined to take exception to little things that he would 
not notice or would laugh off when he is well. 

I have known doctors who do their work with 
skill, care, and precision, and yet seem to be totally 
lacking in human sympathy and kindness. Let us 
not be that kind of doctor, but an individual with 
a personality, and let us see to it that the per- 
sonality is a pleasing one to the patient. One might 
as well try to treat each patient with the same tech- 
nique and the same medicine as to use the same ap- 
proach with all patients. After all, whether we like 
to think of it that way or not, we doctors have to 
“sell” ourselves to the public and to our patients in- 
dividually. Let us look after the little things that 
add to our patient’s comfort while sick, such as diet 
and seeing to it that his surroundings generally are 


comfortable. 
Professional Dignity 


Professional dignity doesn’t seem to me to be so 
much used now as when I began to practice. In 
those days you could often pick out the doctor from 
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any group, whether you had ever known him be- 
fore or not. The outstanding doctor of this type 
whom I remember was practicing in Charleston 
when I moved to the city from the coal fields in 
1907. He was in his mid-sixties and usually wore 
a stovepipe hat, a Prince Albert coat with white 
vest and tie, a flower in his lapel, and a white Van 
Dyke beard and mustache, always well trimmed. 
On long summer evenings we would take chairs 


from the drug store over which we had offices and 
place them in the street, and with our feet on the 
curb we would tilt our chairs back and watch the 
crowd go by. He knew nearly all who passed, and if 
he didn’t he greeted them anyway. He had strong 
friends and bitter enemies. Like most doctors of 
those times, he was not too considerate of other 
doctors and delighted to get one out on a limb and 
then saw off the limb. It was much easier to dis- 
agree with another doctor in those days and get 
away with it, whether right or wrong, than it is 
now, as it was just his opinion against yours and 
usually no way to prove who was right. 

There was another doctor of those days who ex- 
emplified the gentler side of the art of medicine, a 
man who always had a kind word for all, usually 
a joke to tell appropriate to whatever came up. In 
his day he did obstetrics, general medicine, and sur- 
gery—and did them all well. He was one of the best 
doctors, as well as one of the finest men, it was ever 
my good fortune to know, a man loved by the whole 
community as no other doctor of his time—that 


happy combination of good technique and perfect 
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art. I never saw him in too big a hurry to take time 
to explain to the family of a patient anything that 
they wanted to know. With the patient he was calm 
and reassuring, never loud or boisterous. He was 
neat and clean in dress, but never extreme, and he 
was always considerate and helpful to other doc- 
tors. In describing him, I am describing a mixture 
of medical art and an old school gentleman—I can 
do no better. 


Satisfaction 


I do not think that the young doctor of today 
who goes from his internship or residency directly 
into a specialty and never engages in generat prac- 
tice will ever taste the sweetest part of medicine. 
Certainly the happiest days of my life as a doctor 
were those when I was delivering the babies, help- 
ing them cut their teeth, treating their measles and 
diarrheas, advising them in their youthful prob- 
lems, and later, in many instances, delivering babies 
for them in turn, and at the same time treating their 
parents and grandparents. Someone has called it 
portal to portal practice. When most babies were 
born at home, it was hard work to deliver them, 
without help, except from an old grandmother or 
neighbor, but I used to love it and kept doing some 
of this work until a few years ago when time and 

.the modern trend made me stop. I think a few years 
of general medicine first will make one a better spe- 
cialist later. 

In addition to the actual practice of medicine, 
the family doctor of past years, and I hope there will 
always be a few of this kind left, often had other 
functions and duties in the family; many problems 
were put up to him for solution and advice. For ex- 
ample, I don’t know of anything from which I have 
derived more satisfaction in my work as a doctor 
than seeing boys and girls walking the face of the 
earth, who, but for my advice and counsel, would 
have died in utero. Many times an expectant mother 
will come to you, if you are doing general medicine 
—or at least they have to me over the years—want- 
ing vou to help her out because the babies are com- 
ing too fast. It is not enough for you to tell her that 
you can’t and won't interfere. Take the time to ex- 
plain to her why this should not be done not only 
by you but by anyone. Later on she will thank you. 

I remember many years ago a young woman, un- 
married but pregnant about three months, who de- 
veloped pernicious vomiting. This was almost 
enough reason to relieve her, but I got her in a hos- 
pital and was successful in carrying her through 
without doing an abortion. While she was in the 


hospital, I pulled off a wedding which probably was 
good treatment for the vomiting. At term I delivered 
a fine boy. Incidentally, unless there is a legitimate 
reason for interrupting a pregnancy, never get in- 
volved in such cases. Even then, remember it is 
legal only after a consultation and agreement with 
one or more other doctors. 

Then too, you will sometimes be called upon to 
help adjust a family quarrel or even to prevent a 
separation or divorce. Don’t feel that this is none 
of your business and walk out on them. It is a great 
satisfaction to feel that you have been a help in 
such cases, and it is a compliment that you are con- 
sulted. 


Social Problems 


A doctor, especially in a small community, should 
be an outstanding citizen—one who has the conf- 
dence and love of all. You can’t occupy such a posi- 
tion unless by your own way of life you deserve 
it. Avoid vicious habits and excesses. Use alcoholic 
drinks in moderation on proper occasions if you 
wish, but never go to your patient’s home or see pa- 
tients in your office with the odor of alcohol on you. 

Engage in the social and religious life of your 
community to some extent, at least. Don’t become 
too much of a “joiner,” but it is probably a good 
thing to become a member of some fraternal or- 
ganization in your community. 


Dealing with Nurses 


I think it may be worthwhile to mention here 
something about doctor-nurse relationship, and espe- 
cially to emphasize that we doctors should show 
consideration and courtesy to nurses. I have known 
a few doctors who seemed to think it was a smart 
thing to bawl out a nurse on every possible excuse, 
and it has always seemed to me that this was bad 
ethics and bad judgment, as well as bad manners. 
One will get better service by being kind and cour- 
teous, rather than by being rude and disagreeable. 
The doctor who criticizes a nurse when she is ob- 
viously trying to do her best, both for the patient 
and for him, is a poor doctor as well as a poor sport. 

A word here in reference to our common order 
to give a drug as needed. I think we are often in 
error in giving such an order without explaining 
more fully to the nurse just what we mean. It is a 
common experience for all of us, I am sure, to have 
a patient say that he suffered all night, when a 
p-r-n order was given but never carried out. Are we 
not more often to blame here than the nurse? 
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We might also do well to explain to the nurse 
what effects to expect from certain drugs and what 
to look for in the way of unfavorable results. The 
same drug does not always act alike in similar cases. 
It might save a disaster occasionally to have the 
nurse alerted along this line. When a patient com- 
plains of the unpleasant effects of a drug, give his 
complaint consideration and explain the action of 
the drug to him. 


Drugs 


I would caution against the use of questionable 
drugs. The market is full of such drugs, put out by 
substandard pharmaceutical firms. The ethical 
houses are putting out new drugs so fast and with 
such unreasonable names that it is more than we 
can do to keep up with them all, at least it is for me. 

It is undoubtedly necessary for us to keep up on 
new things as they come out, and some must engage 
in research work or there would be little new 
brought out. There have been instances recorded 
in history, however, where a man has gotten too far 
ahead of his time, and has been considered queer 
or even crazy, because of ideas incompatible with 
his period—ideas which later on were proved to be 
correct and of great value to humanity. Take for in- 
stance the unfortunate case of old King Nebuchad- 
nezzar, King of Babylon. It is recorded that he was 
thought to be insane because he went out in the 
fields and ate grass with the oxen and asses. Now 
it seems obvious that the poor old fellow was just 
running ahead of his time; he was simply out look- 
ing for vitamins or possibly folic acid. 

So have a care, the early bird is supposed to be 
the one who most often catches the worm, but every 
now and then this is reversed, and the early bird 
goes into the pot. The successful doctor must be 
constantly alert for new ideas as well as new drugs, 
but he must know how to sift the wheat from the 
chaff. This requires study and good judgment. In 
my long years of practice, I have seen so many 
ideas and drugs advanced from time to time, and 
after a few years be thrown in the junk pile, that 
I suspect I am rather slow to pick up all the new 
ones and to discard those I have found to be of 
value by experience. This is, however, in conformity 
with the advice of Hippocrates, who said, “Reme- 
dies known and approved by use and reason are 
to be preferred before such as are unknown or but 
lately found out.” By no means do I intend to dis- 
courage the trial and use of new things. There could 
be no advancement if we took that position. 
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“Shots” and Rackets 


I feel that I should comment on the use of so- 
called “shots.” I am afraid there are some doctors 
who are bleeding their patients financially with the 
overuse of these. I think we all agree that there is 
such a thing as therapy by suggestion or, if I may 
coin a phrase, honest faking. When you give a 
sterile hypo, you are giving that kind of therapy, 


but don’t charge your patient $10.00 a shot for it! 
There is still, in spite of all modern science, a lot of 
superstition and maybe even witchcraft left in medi- 
cine, and I think we doctors are justified in em- 
ploying it on occasions, providing we do it honestly. 
I have often felt there are people who demand to 
be fooled, and I have never cared for the job, but 
sometimes you will get in such a position that you 
will have to do it to some extent; but then you don’t 
have to become a rol Der. 

I doubt if I should venture into the field of sur- 
gery and dare give advice or criticize, being a gen- 
eral practitioner, but some of you will probably 
do surgery, and it may not be amiss to say just a 
few words. I have on a few occasions had reason to 
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feel that some operations were done more for the 
fee than for the good of the patient. Any so-called 
doctor who would deliberately subject a patient to 
surgery and its unavoidable dangers without a valid 
reason should lose his license to practice. Of course, 
it is dificult to prove a doctor guilty of such con- 
duct, and I can only appeal to your conscience and 
sense of fairness. No good physician will treat sick 
people with the idea of financial gain uppermost 
in his mind. If one can’t make a living doing legiti- 
mate medicine or surgery, one should get into some 
other line of work. Let us never disgrace our pro- 
fession. 


Overtreating 


Don’t overtreat your patients; give nature a fair 
chance. Remember that most of the acute curable 
diseases will get well if the patient is put at rest and 
given routine care of the body along with encour- 
agement and reassurance. To quote Dr. Logan Clen- 
denning, “Rest is the most important therapeutic 
means at the command of the physician.” I would 
put reassurance and encouragement as the next im- 
portant means. Someone has said that it requires 
more courage on the part of the doctor to stand by 
and do nothing than to do a lot of, perhaps, unnec- 
cessary things. 

In every case you have first to diagnose, which 
means examination and study; then you have to 
outline the treatment needed and carry it out to 
the best of your ability. But from the very begin- 
ning, don’t forget to give your patient what symp- 
tomatic relief you can, even while making your 
study. This, I fear, is all too often neglected, yet 
many times under symptomatic treatment alone, by 
the time you have completed your study and made 
your diagnosis, the patient will be much improved, 
if not well. I have stated earlier that a large num- 
ber of acute diseases will subside under rest and 
routine care alone. Judging by the cases in any hos- 
pital, you may doubt this, but it should be remem- 
bered that the patients you see in the hospitals are 
largely the ones who have failed to respond to 
simple therapy while at home. 

Incidentally, with a full appreciation of the great 
value of present-day laboratory and x-ray techniques, 
I believe we would do well to study our cases clin- 
ically and by physical examination more thoroughly 
than we sometimes seem to do, and use laboratory 
and x-ray tests to prove our diagnosis, rather than 
to make it. Some of you at least will practice where 
x-ray and laboratory facilities will not be so readily 
available. 


Consultations 


It is much better to offer your patient a consulta- 
tion rather than to wait until he or his family asks 
for one. It certainly puts you in a better position re- 
gardless of the outcome of the case, and often in 
discussing the case with another doctor, some worth 
while point will be developed. When a doctor ob- 
jects to a consultation, I feel that he is afraid of 
himself. Don’t be arbitrary in choosing a consult- 
ant; name several and give the patient his choice. 

I will never forget the first time I had another 
doctor in consultation, nor cease to be grateful for 
his kindness and consideration. I had seen only 
one childbirth when I started practice. For a time, 
nature was kind and the babies came through nor- 
mally, but one day in a lumber camp, I had one 
that hung up, and I finally decided that I would 
have to deliver instrumentally. I had never so much 
as seen forceps applied, except on a manikin. I was 
able to get the instruments in place satisfactorily, 
but when I went to apply traction, I didn’t know 
how much I dared apply. Being rather cautious, I 
backed up and sent about six miles away for a doc- 
tor whom I had never seen before. He was a man 
probably near sixty, and a gentleman. He did not, 
as some might have done, take over and deliver the 
baby, but told me to reapply the forceps and stood 
by and guided me in the delivery, which was done 
promptly and satisfactorily. He could have done me 
a lot of harm, if he had been of another type. I 
think my early contact with him influenced my 
whole life and made me always try to be considerate 
of others. 

Incidentally, don’t feel when you are called in to 
consultation that you have to suggest something 
new. It is fine to fully approve the treatment being 
given when you can. 


Difficult Patients 


By difficult patients I mean the anxious, the neu- 
rotic, and the just plain “cussed” kind. These cases 
put you on your mettle. Almost any doctor can get 
along with the average patient, but it takes a good 
doctor to handle the difficult cases, and this in- 
cludes the temperamentally difficult, as well as the 
physically difficult. It is nice to have a psychiatrist 
for these patients, but some of you are going to prac- 
tice where you will not always have one readily 
available. Anyway I believe every doctor should 
have some knowledge of psychiatry and be able to 
apply it. Let us not, however, set ourselves on a 
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pedestal and judge too harshly our fellow men, or 
get the attitude of the old Quaker who said to his 
wife, “I have come to the conclusion that everyone 
else in the world is queer except thee and me, and 
I fear that sometimes thee are a little bit queer.” 

I mentioned the plain “cussed” type, and there 
are some such that no one can satisfy nor satisfac- 
torily handle. Try not to lose your temper with 
them, talk to them frankly and fairly, and if you 
find it impossible to get on friendly terms with 
them, it is best to get off the case. It has been my 
experience that it is not possible to do your best 
work unless you have the friendly co-operation and 
confidence of the patient as well as the family. 
Don’t continue to treat a patient when you have 
reason to think that either patient or family is dis- 
satisfied. It is best under such circumstances to offer 
to resign from the case, rather than wait to be asked 
to do so. It is surprising how often such an offer, 
made in a courteous manner, will lead to a better 
understanding and to your being asked to continue 
on the case. Professional courtesy may well be men- 
tioned here. Don’t take over another doctor's patient 
without contacting him and getting his reaction to 
the case. 


POSTOPERATIVE MEGAKARYOCYTE ACTIVITY 


Keeping Confidences 


I think young doctors should be cautioned about 
discussing their patients with others. Your knowl- 
edge of your patient is as sacred as the confessional. 
Don’t betray the confidence reposed in you by your 
patients. Aside from the moral obligation, which 
should be enough, there is a legal side to it too, and 
doctors have gotten into difficulties by talking out 
of turn about their patients. You will, or should, 
learn to bury in your own heart many family secrets 
and carry them with you when you go on the long 
journey. Be sure too that your office nurse is not a 
gossip. If she talks, she can do you much harm. 

A few words as to your relations with members 
of the family of your patient. You should be friend- 
ly, cordial, and sociable, and you should always take 
time to explain to them the condition of the patient. 
A doctor, especially one doing family practice, gets 
an intimacy in the family circle that no other per- 
son, not actually a member of the family, ever does. 
Don’t abuse this intimacy, especially where the 
female members of the family are concerned. 

Remember your Oath of Hippocrates, as well as 
the Golden Rule. 


As a part of the investigation of postoperative venous thrombosis, Kerhules and co-workers have 
correlated the response of platelets in the peripheral blood with the production of platelets by 
megakaryocytes in the bone marrow during the postoperative period (Blood, 6:945, 1951). The 
authors confirm that thrombocytopenia is usual during the early postoperative period, becoming 
maximal on about the third day. This early thrombocytopenia is thought to be due to platelet 
depletion as a result of loss by hemorrhage and of utilization of platelets in the white thrombi of 
the arterioles and venules in the operative field. At this stage there is no definite correlation of 
thrombocytopenia with megakaryocyte activity, as judged by bone marrow studies. 

Later thrombocytopenia is replaced by thrombocytosis, which is maximal on about the tenth 
postoperative day. At this stage, bone marrow studies show a significant increase in the activity 
of the megakaryocytes. It is believed that the thrombocytosis which occurs on the tenth postopera- 
tive day is the result of increased activity of the megakaryocytes, induced by the attempt of the 
body to replenish depleted platelet reserves. 
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“The child must be treated as a person and not merely as the subject of a clinical investigation.” 
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BY LYON STEINE, M.D. 
Valley Stream, New York 


When the physician deals with children, honesty is still the best 
policy. A fair amount of flattery or cajolery and a modicum of magic 


go a long way toward making the examination of a 


child peaceful and painless for all parties concerned. 


A RECENT CARTOON in the daily press depicts the 
office of a pediatrician. The doctor is inquiring of 
his nurse, “Is the next one a biter, a scratcher, or a 
spitter?” 

Most children, unfortunately, are justified in 
such behavior because they have only unpleasant 
experiences with doctors. When the mother ushers 
the physician into the sick room, the little figure in 
the bed only too often has good reason for spring- 
ing up yelling such things as, “I don’t want you. 
Leave me alone. You can’t put any sticks in my 
throat. I don’t want any penicillin shots. I hate you. 
Go away.” 

In establishing peaceful relations between doctor 
and the child patient, the first step is prevention. 
The child must be treated as a person and not 
merely as the subject of a clinical investigation. He 
must be hurt only when it cannot be avoided, and 
then precautions must be taken to reduce pain to 
the absolute minimum. When penicillin is neces- 
sary, it need not always be injected; it usually works 
very well when given by mouth, especially in chil- 
dren. When subcutaneous injections must be given, 
the material should be diluted with procaine to 
diminish pain. 


Above all, the child must not be lied to. When 
the doctor is put on the spot by the mother telling 
the child that an injection will not hurt a bit, he 
cannot say, “Willy, your mother is an unprincipled 
liar.” Willy probably suspects it anyway. The best 
way out is for the doctor to explain, “What your 
mother means is that this will hurt you just a little 
bit, and the hurt will go right away.” An injection 
into the buttocks must never be prefaced by the 
request to turn over so that the temperature can be 
taken. Any child whose trust is so violated will not, 
for a long time, have faith in any adult, least of all 
in a doctor. 


Pacifying Techniques 


To quiet the apprehensive, fearful, or hostile 
child is usually difficult and sometimes impossible, 
but there are some techniques which will help. 
Some children are resistant to any pacifying pro- 
cedures, and it then becomes necessary to go ahead 
and do the best one can. It is nevertheless very sur- 
prising to observe the soothing effects of flattery on 
little girls. Even when as young as 2 years of age, 
they are susceptible to complimentary remarks. The 
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doctor who is skilled in this technique proceeds as 
follows: On first seeing the patient he asks, “Is 
this the pretty girl that I’m to see? Isn’t that a pretty 
gown she’s wearing. And what pretty hair.” The 
actual examination starts with the eyes. “Let me 
see your beautiful, big, blue (brown, black) eyes. 
My, they sure are pretty. Prettiest eyes I've seen 
today.” Then, “I bet you have pretty ears too,” and 
an otoscope can usually be inserted without diffi- 
culty. “I bet the other ear isn’t as pretty as this one, 
let me look and see.” 

Then the pretty neck is examined, the beautiful 
chest is listened to, and the pretty stomach is pal- 
pated, etc. Last of all, because it is the part most ob- 
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Medical examination room in a public school. 


jectionable to the child, the pretty pink tongue is 
looked at, the pretty white teeth examined, and 
the pretty throat inspected. 

Very often when the child is relaxed, a tongue 
blade need not be used to examine the throat. When 
one must be used, it is a good idea to make use of 
the type which resembles a lollipop in having a blob 
of hard candy at one end. 

By the time such an examination is completed, 
the child is very happy to have met a grownup who 
appreciates her charms, the mother is delighted to 
see her child so well behaved and so co-operative, 


and the doctor is thankful to be through without 
a struggle and pleased with the good impression he 
has made. A fair trial of this method of examination 
will convince the most skeptical of its value. 

With boys the problem must be solved differently. 
They are not so susceptible to flattery. A four-year- 
old boy is not impressed by being told that he has 
beautiful, big, blue eyes. He is, however, powerful- 
ly intrigued by magic. However hostile he might be, 
the demonstration of some magical prowess by the 
doctor has a remarkably quieting effect. For ex- 
ample, the doctor takes a nickel from his pocket, 
shows it to the boy, saying, “Did you ever see my 
magic coin?” Then he seems to place it in his left 
hand—and it has changed into a fifty-cent piece. All 
but the most recalcitrant of little boys will be im- 
pressed by that one; most little girls too. 

Feats of magic fall into three categories: those 
dependent upon sleight of hand such as the coin 
change mentioned above; those performed solely 
by mechanical appliances or “gimmicks,” requiring 
no special skill for their operation; and lastly those 
which depend upon a combination of these two. 
Sleight of hand requires some practice, but its basis, 
the art of palming and the “French drop,” is quickly 
mastered. 

There are many simple tricks which can be easily 
performed without any skill, practice, or training. 
Many of these “gimmick” tricks are small and in- 
expensive and can be carried in the pocket. There 
are magic rings, boxes, corks, tubes, blocks which 
change color, and all sorts of magic coins. The cor- 
rect magic words are no problem. To say, for ex- 
ample, “Navicular, lunate, triquitrum, pisiform,” 
produce a magical effect which cannot be repro- 
duced by the child because he cannot say the magic 
words properly. 

The demonstration of a few simple tricks will 
convert any but the most peevish young patient into 
a tractable and co-operative one. Incidentally, they 
impress the parents too. 

A little time devoted to the entertainment of the 
young patient before or during the examination 
will very often lead to some such comment from 
the mother as, “Isn’t it wonderful how good he is 
with you, doctor. Every other time he was exam- 
ined, the doctor couldn’t do a thing with him.” It 
will also lead to a less tired doctor at the end of the 
day and to a larger practice at the end of the year. 
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BY FRED H. 


Hobbs, New Mexico 


TEPLEY, M.D. 


One can overdo the taking away of sodium, and one can even kill the patient, 


especially when perspiration is free and diuretics are being given. In three cases 


depiivation of sodium chloride brought on psychotic symptoms and even circulatory collapse. 


These symptoms cleared when sodium was given intravenously. 


Recocnition of the part played by sodium in the 
pathogenesis of congestive heart failure has directed 
therapy toward reducing the sodium content of the 
body. The combined use of the low-sodium diet, 
mercurial diuretics, and a liberal fluid intake—with 
or without other measures—has been a great advance 
in the management of congestive heart failure and 
has greatly improved the prognosis for those suf- 
fering from this disease. However, failure to real- 
ize that this form of treatment can act as a two- 
edged sword may be disastrous. Overenthusiastic 
efforts to rid the body of sodium may result in seri- 
ous or even fatal electrolyte depletion. Because the 
pathologic physiology in such cases is at present im- 
perfectly understood and because there is consider- 
able disagreement regarding the relative impor- 
tance of the sodium and chloride ions, I shall use 
the simple and descriptive term, “salt depletion,” in 


Reviewed in the Veterans Administration and published 
with approval of the Chief Medical Director. The state- 
ments and conclusions published by the author are the 
result of his own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 


referring to the syndrome produced by a regimen 
of rigid sodium restriction combined with the exces- 
sive use of mercurial diuretics. 

I wish to emphasize the fact that the syndrome 
produced by excessive salt depletion is not uncom- 
mon. Soleff and Zatuchni reported four fatalities 
which they considered to be due partly if not en- 
tirely to a regimen of sodium restriction combined 
with vigorous diuresis. Schroeder reported symp- 
toms of what he calls “the low salt syndrome” in 
over one-third of forty cases on a similar regimen. 
Ten of these patients died of renal failure, which 
the author considered probably to be due to low 
extracellular sodium chloride. 

At the Veterans Administration Hospital, Fort 
Logan, Colorado, we have seen several cases of vary- 
ing severity, though in no instance were we able 
to attribute death to salt depletion. We have noted 
that the salt depletion syndrome is much more like- 
ly to develop in hot weather. The mental and neu- 
rologic symptoms in these cases, three of which will 
be presented, have been particularly impressive, as 
may be seen in the reports which follow. 
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Case Reports 


Case 1. C. D., a 19-year-old white male, was hos- 
pitalized at the Fort Logan Veterans Administra- 
tion Hospital for the first time from December 23, 
1946, to January 10, 1947, with a diagnosis of rheu- 
matic heart disease, cardiac enlargement, mitral 
stenosis and insufficiency, auricular fibrillation, myo- 
cardial insufficiency, Class IV. He was discharged 
to the care of his private physician and got along 
fairly well for a time, but because of an exacerba- 
tion of symptoms including listlessness, dyspnea, 
orthopnea, and the sudden development of severe 
pain in the left upper quadrant of the abdomen, he 
was rehospitalized on August 3, 1947. 

At this time, the patient was found to be in se- 
vere congestive failure, and he was believed by 
some observers to have a splenic infarct. Repeated 
erythrocyte sedimentation rates were normal, and 
blood cultures were persistently negative. It was 
noted that whenever blood was withdrawn for any 
laboratory examination, thrombophlebitis invariably 
developed at the site of the venipuncture. This was 
interpreted as evidence of a generalized vasculitis, 
and the patient was thought to have active rheu- 
matic fever. 

Treatment consisted of bed rest, aspirin, digitalis, 
ammonium chloride, intramuscular Mercuhydrin, 
and a diet poor in sodium content. The response 
was satisfactory for a time, as evidenced by marked 
subjective improvement, disappearance of pulmo- 
nary and peripheral edema, and recession of the 
liver edge. 

On August 29, the patient suddenly developed 
extreme cardiac dilatation, became listless and pale, 
and developed a marked pulse deficit. A pleural ef- 
fusion was present on the right, and the liver edge 
became pulsatile. The patient was given oxygen, 
the dosage of Mercuhydrin was increased to 2 cc. 
daily, and the dietary sodium chloride was cut to 
1.5 Gm. daily. 

The patient's condition again improved for a 
time, and he was able to be out of the oxygen tent 
for the first time on September 18. On September 
22, however, he became quite euphoric and incon- 
tinent of urine and feces. He subsequently de- 
veloped paranoid ideas, had hallucinations in which 
he would see things on the wall, and became quite 
frightened. 

On September 26, the diagnosis of hyponatremia 
was suggested by Dr. Henry Bradford, the attend- 
ing cardiologist. The diagnosis was confirmed by 
finding a serum sodium value of 268 mg. per 100 


cc. At this time the patient became completely dis- 
oriented and maniacal, and very shortly thereafter 
he developed acute peripheral vascular collapse. He 
was given 1,500 cc. of one-sixth molar sodium lac- 
tate solution and 500 cc. of 10 per cent glucose in 
normal saline solution intrasternally, plus 1,000 cc. 
of normal saline solution subcutaneously. By the 
afternoon of the next day, both the mental symp- 
toms and the peripheral vascular collapse had 
cleared. 

Because of the reappearance of edema and right- 
sided pleural effusion, the patient was given 2 cc. 
of Mercuhydrin intramuscularly on October 3. A 
diuresis of 5,950 cc. resulted in the next forty-eight 
hours. Again the patient became frightened, de- 
pressed, and hallucinatory. The mental symptoms 
were again corrected by salt administration. The 
subsequent course was relentlessly downhill, how- 
ever, with increasing edema, cachexia, cyanosis, and 
lethargy. The patient died on October 22, 1947. 

Post-mortem examination revealed rheumatic pan- 
carditis, cardiac enlargement, mitral stenosis and in- 
sufficiency, severe congestive failure, multiple throm- 
boses with infarction of both lungs, and an organ- 
ized splenic infarct. 

Comment. The initial dramatic episode of cardio- 
vascular collapse undoubtedly resulted from pul- 
monary embolism. Temporary improvement fol- 
lowed vigorous therapy, including rigid salt restric- 
tion and vigorous diuresis. The subsequent spectac- 
ular mental and neurologic changes, followed by 
circulatory collapse, were clearly shown to be due 
to salt depletion. Of incidental interest was the per- 
sistently normal sedimentation rate, despite an ac- 
tive rheumatic pancarditis. Perhaps this was due to 
liver engorgement and hypoxia of sufficient degree 
to interfere with fibrinogen and euglobulin produc- 
tion. 


Casz 2. W. W., a 60-year-old, white railroad 
brakeman, entered Fort Logan Veterans Adminis- 
tration Hospital on May 30, 1948, complaining of 
a productive cough of ten days duration. During the 
previous seven years he had noticed progressive ex- 
ertional dyspnea, episodes of productive cough, and 
frequent paroxysms of wheezing. 

The patient was found to have a right lower lobe 
(pneumococcal) pneumonia, pulmonary emphy- 
sema, and chronic cor pulmonale. He was treated 
with bed rest, ammonium chloride, salt-poor diet, 
and penicillin. On this regimen neither the cardiac 
nor the pulmonary status improved in the ensuing 
eight days. A sputum culture at this time revealed 
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Friedlander’s bacillus to be the predominant organ- 
ism, and streptomycin was therefore given. The pa- 
tient was also digitalized and was given 2 cc. of 
Mercuhydrin intramuscularly daily for three days. 
In the ensuing seventy-two hours he lost 19 pounds 
of edema fluid. 

For the first two days following the initiation of 
this dehydrating regimen, there was marked im- 
provement in the patient's color and breathing, and 
subjectively he felt much better. A few hours after 
the third Mercuhydrin injection, however, he be- 
came quite confused, paranoid, and argumentative. 
That night he became incontinent of urine. Early 
the next morning he was cyanotic, and neither pulse 


270 mg. per 100 cc. The patient was given 1,000 cc. 
of 5 per cent glucose in saline intravenously, and 
definite clearing of the mental symptoms resulted. 
Subsequently, he was placed on a diet containing 
3 Gm. of sodium chloride daily, and he was cau- 
tiously given an occasional dose of Mercuhydrin, to 
which he would respond fairly well. No further 
episodes of salt depletion developed, and the pneu- 
monia gradually cleared under penicillin and strep- 
tomycin therapy. The patient was discharged on 
August 6, 1948. No follow-up has been possible. 
Comment. The first episode of salt depletion fol- 
lowed profound diuresis, during which the patient 
lost 19 pounds in three days. In retrospect it is 


INTENSIVE TREATMENT 
WITH MERCURIALS AND 
LOW Na INTAKE. 


nor blood pressure was obtainable. He was given 
7¥2 gr. of caffeine sodium benzoate intramuscularly 
and was placed in an oxygen tent. Immediately 
after withdrawing blood for a serum chloride deter- 
mination he was given 1,000 cc. of normal saline 
solution by hypodermoclysis. The serum chloride, ex- 
pressed as sodium chloride, was 500 mg. per 100 cc. 
Remarkable improvement, with reversal of the cir- 
culatory collapse and complete disappearance of the 
mental symptoms, occurred in the ensuing twelve 
hours. 

The salt-poor diet was then discontinued, but the 
patient gradually became edematous and was there- 
fore given Mercuhydrin in dosages increasing from 
0.5 to 1.0 to 2.0 cc. over a five-day period. Instead 
of diuresis, a 4-pound weight gain followed, and he 
became lethargic, irritable, and then euphoric. The 
serum chloride was 430 mg., the CO, combining 
power, 40 volumes per cent, and the serum sodium, 
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readily seen that the dehydration regimen was too 
rigorous. The second episode was quite different in 
that no diuresis resulted, and the patient actually 
gained weight, illustrating the coexistence of edema 
and salt depletion. As pointed out by Schroeder, 
failure to respond to mercurials should be a warning 
signal, and further efforts to promote diuresis should 
be abandoned until the possibility of salt depletion 
has been investigated. 


Case 3. F. C., a 38-year-old Spanish American 
male, had had typical angina pectoris since 1945. 
In 1947 he was hospitalized because of acute an- 
terior myocardial infarction and myocardial insuf- 
ficiency. Afterward, he noted gradually increasing 
dyspnea, orthopnea, and paroxysmal nocturnal dys- 
pnea, and later abdominal pain, anorexia, and a 
cough productive of small amounts of clear sputum. 
He was rehospitalized at Fort Logan, Colorado, on 


: 
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June 28, 1949, with severe congestive heart failure. 

The patient was treated with bed rest, digitalis, 
ammonium chloride, liberal fluids, and a salt-poor 
diet. He was given 2 cc. of Mercuhydrin intramus- 
cularly on the day of admission, and this dose was 
repeated four and again eight days after admission. 
A 10-pound weight loss, together with considerable 
relief of the dyspnea and disappearance of basal 
rales, followed the first injection. Following the sec- 
ond injection, the patient lost 62 more pounds, but 
he had regained 2 pounds at the time the third in- 
jection was given. 

A few hours after the third Mercuhydrin injec- 
tion, the patient complained of leg muscle cramps 
and nausea. The next morning he was semicoma- 
tose, pale, and covered with cold perspiration. There 
was an increase in a previously noted protodiastolic 
gallop. Blood pressure was 72/40, pulse, 100. There 
was a right-sided flaccid paralysis. 

Blood was immediately withdrawn for a serum 
chloride determination, and 1,000 cc. of 5 per cent 
glucose in saline solution was given intravenously. 
The serum chloride, expressed as sodium chloride, 
was 440 mg. per 100 cc. Within an hour, the pa- 
tient was able to move about. Though still some- 
what confused, he was able to converse. Within a 
few more hours, he was perfectly rational, and had 
no detectable neurologic abnormality, and showed 
no evidence of circulatory collapse. The following 
day, the serum chloride expressed as sodium chlo- 
tide was 500 mg. Thereafter Mercuhydrin was 
used sparingly, and no similar episodes occurred. 

On August 29, 1949, however, the patient de- 
veloped severe substernal pain, nausea, vomiting, 
and shock. An electrocardiogram revealed left 
bundle branch block which had not been previously 
noted. He died about an hour later, and _post-mor- 
tem examination showed severe atherosclerosis of 
the coronary arteries, with old occlusion of the left 
anterior descending branch, old massive infarction 
of the left ventricle, and marked atheromatous nar- 
rowing of the right coronary artery. 

Comment. I suspect that, despite the lack of com- 
plete occlusion of the right coronary artery, as 
shown by microscopic sections, the occlusion was, 
for practical purposes, complete. Presumably death 
resulted before infarction had time to develop, per- 
haps from a conduction disturbance. Prior to death, 
the patient had what appeared to be a cerebral vas- 
cular accident. Because of the strong suspicion of 
salt depletion, however, saline was administered, 
and spectacular clearing of the symptoms and signs 
followed. The most likely explanation for the neu- 


rologic picture is that cerebral ischemia and hypoxia 
of sufficient degree to cause hemiplegia were pre- 
cipitated by the dehydration, increased blood viscos- 
ity, and blood pressure drop produced by overen- 
thusiastic efforts to reduce the sodium content of 
the body. 


Mechanism of Salt Depletion 


I have no intention of discrediting the combined 
use of the low-sodium diet, mercurial diuretics, and 
a liberal fluid intake in the management of conges- 
tive heart failure. To do so would be no more logi- 
cal than to condemn digitalis because some patients 
become overdigitalized. It should be pointed out, 
however, that this form of therapy can be overdone, 
resulting in excessive salt depletion. Theoretically 
at least, the recent introduction of the cation ex- 
change resins might also be expected to contribute 
to electrolyte depletion in some cases. 

Recognition of the syndrome of salt depletion is 
not new, and several excellent articles on the sub- 
ject have been written. This paper does not purport 
to present any startling new discovery. It is pre- 
sented because of my own conviction that here is 
an iatrogenic disease—sometimes fatal—that is all 
too frequently unrecognized. 

The disturbed physiology in cases of salt deple- 
tion is at present only partially understood. Merrill 
showed that in congestive failure there is diminished 
glomerular filtration and at the same time increased 
tubular absorption of sodium. Burch and Reaser 
showed that the mercurial diuretics reverse this 
process and cause diuresis with a proportionately 
greater loss of sodium than of water. Blumgart and 
De Graff and Nadler state that, following the injec- 
tion of mercurial diuretics, sodium, potassium, and 
calcium are excreted in the urine in the same pro- 
portions in which they occur in the extracellular 
fluids, whereas the chloride ion is excreted in larger 
amounts. They therefore attribute the disturbance 
following excessive mercurial diuresis to hypochlo- 
remia. On the other hand, Poll and Stern believe 
the sodium ion to be of major importance, as does 
Mariott, who believes that the manifestations of salt 
depletion are due primarily to loss of osmotic pres- 
sure of the extracellular fluids. He states that, 
whereas most of the published figures relate to plas- 
ma chloride expressed as sodium chloride, the sodi- 
um ion is the more important from an osmotic stand- 
point, and data on this ion would be more relevant. 

The cellular membranes are no longer thought 
to be impervious to sodium and potassium. Darrow 
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and Pratt report that under abnormal conditions as 
much as one-half of the intracellular potassium may 
be replaced by about two-thirds of the equivalent 
amount of sodium. I am not aware of any conclu- 
sive studies on this aspect of the syndrome of salt 
depletion. In view of the work of Fox, Friedburg, 
and White, who report a five-fold increase in the 
urinary excretion of potassium during diuresis pro- 
duced by mercurials, it would not be too surprising 
to find such an exchange of sodium and potassium, 
and the serum potassium level may well be of more 
than theoretical interest. 

The serum calcium level is occasionally reduced 
during profuse diuresis, sufficiently to produce 
tetany in predisposed individuals. Little is known 
regarding the fate of the phosphate, sulfate, and bi- 
carbonate ions in this condition, and the changes 
that occur in the intracellular fluid are just begin- 
ning to be understood. 

From these statements, it is apparent that there 
is incomplete agreement regarding the relative im- 
portance of the sodium and the chloride ions, and 
that there is only rudimentary knowledge concern- 
ing the importance of the other ions and of intra- 
cellular disturbances. Nevertheless, certain funda- 
mental aspects of this syndrome are fairly well un- 
derstood, and these shall briefly be presented. 

When excessive diuresis from the use of mer- 
curials occurs, there is relatively greater loss of salt 
than of water. The extracellular fluid thereby be- 
comes hypotonic. In an attempt to maintain extra- 
cellular isotonicity, the kidneys excrete large 
amounts of water with the result that the extracel- 
lular fluid volume falls. There is, however, a rela- 
tively greater decrease of the intercellular fluid vol- 
ume than of the plasma volume, because the de- 
creased hydrostatic pressure in the vascular com- 
partment, together with increased osmotic pressure 
of the plasma proteins, favors a shift of water from 
the interstitial into the vascular compartment, though 
not enough to prevent some decrease in the plasma 
volume. If the process continues, circulatory failure 
results from diminished blood volume and increased 
blood viscosity. The renal blood flow is thereby re- 
duced and the initial diuresis is followed by 
oliguria and then anuria. When this stage has been 
reached, any water introduced into the blood stream, 
whether parenterally or by absorption from the in- 
testine, cannot be excreted in the urine. Since the 
plasma and tissue fluids are already hypotonic, the 
water must enter the cells. Thus water intoxication, 
as emphasized by Schroeder, is produced. 


This explanation clarifies the seeming paradox 
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of the salt depletion syndrome occurring in some 
cases after profuse diuresis; while in others there 
is progressive diminution of urine output together 
with weight gain. The latter type merely repre- 
sents a later stage of the same process. 

In addition to circulatory failure, swelling of the 
cells of the renal tubular epithelium may be a factor 
in the production of anuria. The picture is further 
complicated by the development of nitrogen reten- 
tion subsequent to the renal failure. Marriott be- 
lieves that death in heat exhaustion, an analogous 
situation in which salt is lost in excess of water, is 
probably due to increased turgescence of the cere- 
bral cells. 


The symptoms and signs of salt depletion are un- 
fortunately nonspecific and may occur in many 
other conditions. Commonly, the initial symptoms 
are drowsiness, lassitude, and weakness. These may 
be followed by anorexia and sometimes vomiting, 
muscle cramps, restlessness, confusion, delirium, 
shock, coma, and death. Tetany has been reported 
—also the precipitation of grand mal seizures in epi- 
leptic patients given mercurials. Cerebral thrombo- 
sis and hemiplegia have been attributed to the pro- 
found diuresis, blood pressure drop, and increased 
blood viscosity subsequent to the injection of mer- 
curials. Though I am not aware of any reports of 
coronary occlusion having been precipitated by the 
same mechanism, such an occurrence would certain- 
ly not be unexpected. 

Most of these symptoms are also found in other 
conditions, such as irreversible myocardial insufh- 
ciency, fresh coronary occlusion, exacerbation of a 
rheumatic carditis, pulmonary infarction, true renal 
insufhciency, cerebral vascular accident, excessive 
sedation, or overdigitalization. When a patient be- 
ing treated on a regimen aimed at lowering the 
sodium content of the body begins to fail, one must 
decide whether the downward course is due to one 
of these conditions or to salt depletion—or both. 

In order to make the diagnosis of salt depletion, the 
condition must be specifically looked for and the di- 
agnosis confirmed by appropriate laboratory proced- 
ures. We must not be preoccupied with concept 
that congestive failure can exist only in the pres- 
ence of excessive sodium retention. Klinghoffer 
stated in severe decompensation it might be possible 
to have hemoconcentration and hyponatremia in the 
face of peripheral edema, and Schroeder emphasizes 
the urinary depression and weight gain that occur 
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in “the low salt syndrome.” In Case 2 of this paper, 
severe salt depletion occurred while edema was still 
present. 

When the syndrome is fully developed, the plas- 
ma sodium and chloride levels are low and the non- 
protein nitrogen is elevated. It should be remem- 
bered, however, that hemoconcentration may par- 
tially mask the lowering of the sodium chloride. 
Since becoming fully cognizant of the importance 
and frequency of salt depletion, we have found the 
routine testing of urine for chlorides in all patients 
receiving a salt-poor diet and mercurial diuretics a 
very useful procedure in detecting salt depletion 
early, before irreversible damage is done. The tech- 
nique, as first described by Fantus in 1936, is quite 
simple and is briefly as follows: Add 2.9 per cent 
silver nitrate solution, drop by drop, to a test tube 
containing 10 drops of urine and one drop of 20 per 
cent potassium chromate (Indicator). The end point 
is a change in color from yellow to brown. The 
number of drops required to reach the end point 
is roughly equivalent to the chloride concentration 
in the urine, expressed as grams of sodium chloride 
per liter. If the specific gravity is greater than 1.016, 
less than 3 Gm. per liter is suggestive of salt de- 
pletion; if more than 5 Gm. per liter is present, salt 
depletion is unlikely. 


Treatment 


The treatment of salt depletion is, logically 
enough, salt replacement. The mannez of giving the 
salt, however, requires some comment. If only a 
small amount of salt is needed, it may be given 


the term “lower nephron nephrosis.” 


tests (Ann. Int. Med., 35:608, 1951). 


ASPIRATION BIOPSY OF THE KIDNEY 


Iverson and Brun have attempted eighty aspiration biopsies of the kidney on sixty patients (Am. 
J. Med., 11:324, 1951). Complications other than transient hematuria have not occurred. The 
authors now obtain sufficient kidney tissue to permit histologic examinations in two-thirds of their 
attempts. The conditions in which renal biopsy will be of greatest academic value are the mild 
kidney disorders which only rarely come to autopsy and in the acute anurias now classified under 


EFFECT OF CORTISONE ON LIVER FUNCTION 


Homes and Percefull performed complete studies of liver function during Cortisone therapy in 
twenty-five patients, and found that the drug produced no significant change in liver function 


by mouth. In severe cases where oliguria or anuria, 
together with nitrogen retention and the symp- 
toms of water intoxication, are present, the sodium 
and chloride concentrations of the extracellular fluid 
must be rapidly restored to relatively normal levels. 
Schroeder strongly advocates the use of hypertonic 
saline intravenously in such cases. The extracellular 
fluid is already hypotonic and any additional water 
decreases the effectiveness of the saline adminis- 
tered, and in addition, tremendous quantities of 
physiologic saline would be required to make up 
any large deficit. The more concentrated the saline, 
the more readily will the deficit be made up. Schroe- 
der recommends 5 or 6 per cent solutions, which he 
states are well tolerated and cause little if any rise 
in venous pressure. He does not consider pulmonary 
edema to be a contraindication to hypertonic saline 
in such cases, inasmuch as the rapid diffusion of 
the saline into the extravascular spaces prevents any 
serious increase in blood volume. Though our cases 
responded well to physiologic saline, Schroeder's 
reasoning appears logical, especially in the cases 
that have progressed to the point of water intoxica- 
tion. In retrospect, it seems likely that Cases 1 and 
2 might better have been treated with hypertonic 
than physiologic saline. As a rough estimate of the 
amount of saline to give, Schroeder states that, for 
a 70 kg. man, 1 Gm. of sodium chloride would be 
expected to elevate the plasma levels of sodium and 
of chloride 1 milliequivalent per liter if edema is 
not present and salt is not being excreted. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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BY GEORGE F. MELODY, M.D. 


University of California School of Medicine, San Francisco 


In gynecologic practice, it is necessary for physicians to be as alert to derangements of 


personality as to the signs of cancer. By affording patients an opportunity to discuss their feelings, 


we provide the cornerstone of psychotherapy. Except in acutely disturbed patients and victims of organ 


paranoia, we should help the patient to understand the emotional significance of her symptoms. 


IN No arEA in medicine is there a higher emotional 
tension developed in the patient's relation to the 
doctor than in the realm of gynecology. This realm 
encompasses sex, in both the broad and narrow 
connotations of the word, with its biologic and psy- 
chologic drives and all the associated biases, preju- 
dices, and feelings. Gynecologic symptoms are often 
expressive of emotional conflicts of which the pa- 
tient is unaware. Gynecologic diseases, examina- 
tions, treatments, and operations often carry emo- 
tional meaning of which the patient may or may 
not be conscious, such as gratification of infantile 
wishes, desire for self-punishment, or the expiation 
of guilt. The more disorganized the patient’s emo- 
tional life, the greater the likelihood that uncon- 
scious factors are operating. 

The physician’s time and interest are the most 
important factors for uncovering the patient's emo- 
tional conflicts, needs, and frustrations. An oppor- 
tunity to talk with an uncritical, sympathetic physi- 
cian, oriented and interested in emotional problems, 
is of the greatest psychotherapeutic value. How the 
woman presents her history is always revealing; 
what she does not say may be more important than 
what she does say. The clue to the fact that an ill- 


ness is predominantly emotional may be suggested 
by various anxiety-equivalents which the alert phy- 
sician will be quick to detect. Sweating, tachycardia, 
hyperventilation, elevated systolic blood pressure, 
tight abdominal muscles, leukorrhea, vaginospasm 
during pelvic examination, and pain when the fun- 
dus uteri is gently compressed between the palpat- 
ing fingers are the most common anxiety-equivalents 
I encounter in practice. 

A working knowledge of psychophysiology and 
psychopathology is as essential to the practitioner 
as is his understanding of histopathology and clini- 
cal biochemistry. Over the ages, many physicians 
have possessed an uncanny faculty for sensing emo- 
tional disease and for knowing intuitively how to 
manage it, despite their inability to explain the dy- 
namics of the problem or the reasons for their suc- 
cessful therapeutic approach. On the other hand, 
there have always been physicians who have found 
such human ailments, like Lady Macbeth’s illness, 
to be “beyond their practice.” But this sixth sense 
which many doctors possess by intuition or by the 
unconscious use of experience can also be taught, 
and in the future we shall not have to rely only on 
the promptings of intuition when we are confronted 
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with emotionally ill persons. With this thought in 
mind, I shall therefore discuss some of the more 
common gynecologic problems which I believe to 
be predominantly emotional in origin. 


Compulsive States 


Compulsion neurosis is probably the commonest 
type of emotional illness in America today. We see 
many patients who have difficulty handling hos- 
tility, resentment, and aggression. The typical com- 
pulsive housewife is a hard worker, and thoroughly 
enjoys “cleaning,” because of her desire to do away 
with “dirt.” Many compulsive women find sublim- 
atory outlets in medicine, nursing, schoolteaching, 
and other professional careers. Although these com- 
pulsive individuals seek out responsibility and en- 
joy it intellectually, they nevertheless develop anx- 
iety and hostility when confronted with it. 

Another characteristic of these women is their 
tendency to displace or isolate anxiety. For instance, 
if the menstrual period is a little overdue, they will 
become overwrought, and will displace considerable 
anxiety onto the delayed menstruation, whereas 
their true source of anxiety may be associated with 
an unhappy interpersonal relationship. In the final 
analysis, the compulsive character really does not 
enjoy anything; what she does is done as an outlet 
for anxiety, aggression, or hostility, rather than for 


the real enjoyment of doing. It is interesting to ob- - 


serve how often these women marry passive, ineffec- 
tual husbands whom they can thoroughly dominate. 
In this relationship, the wife typically resents her 
husband's lack of initiative in sexual and other mat- 
ters; but no sooner does he manifest initiative than 
she snatches it out of his possession. The arrival of 
an offspring is often the breaking point in such a 
marriage. Although compulsive women _intellec- 
tually “love” the child, they find the new member 
of the family a source of annoyance, and feel com- 
pelled to direct everything he does. They fail to al- 
low the child to develop independence; and at the 
same time proffer affectionate support. 

The more common syndromes which these 
women present are tension headaches, migraine, 
and colonic spasticity, which by the way, is the most 
frequent cause of lower abdominal pain that I see 
in women. A common accompaniment of any of 
these “attacks” is moderate hypertension, with both 
systolic and diastolic readings elevated. If the doctor 
will spend time obtaining a history of the events 
prior to the onset of the illness, he will almost al- 
ways learn of a hitherto unrecognized source of re- 


sentment, rage, or hostility. It is amazing how 
promptly an attack of spastic colon or headache may 
subside as soon as the woman becomes aware of 
what she really resents. The attack sometimes sub- 
sides almost as soon as she has expressed her resent- 
ment to the physician. The routine office visit can 
be utilized for re-education and prophylaxis as much 
as for therapy of the current illness, by affording the 
patient an opportunity to drain off hostility. This re- 
quires a sympathetic physician who is neither prose- 
cuting attorney, jury, nor sentencing judge, but who 
may act gently to lead the patient on to the more 
accurate appraisal and complete expression of her 
basic hostile feelings. 


Dependency 


The mouth, lips, and oral cavity make up the 
most important organ-system in infancy and early 
childhood. As we achieve emotional maturity we 
still retain the ability to enjoy oral pleasures, includ- 
ing eating, drinking, smoking, conversation, and 
kissing. During times of illness it is not difficult for 
any of us to regress to the so-called oral level and to 
enjoy being nursed, fed, and cared for. However, 
there are some women who are more or less arrested 
at this primal oral level in their relationship to their 
environment. They value the affection of a loved 
one in terms of his offerings of food, drink, enter- 
tainment, and accessories. They seem to believe 
firmly in the old saying that the way to a man’s 
heart is through his stomach. Their concept of in- 
fant feeding is to see how grossly overweight they 
can make the child. They require numerous inti- 
mate personal contacts. 

Obesity is a common ailment among such women. 
They overeat when they are anxious; they overeat 
when they are angry. I knew one who could con- 
sume two pounds of candy in an hour. Curiously 
enough, compulsive eaters usually avoid gluttony 
during courtship, and at other times when their 
emotional life is happy. I am sure that in these 
instances love and affection are equated with being 
fed. Reducing regimens usually fail with these 
women, unless the restricted calories are replaced 
by love, encouragement, and sympathy from family 
and friends, or by the kindliness of the physician. 
Many of these women will reduce just to please the 
doctor. It is apparent that certain women utilize the 
facade of obesity to fend off the morbidly feared at- 
tentions of eligible suitors, and such obesity will 
persist until a heterosexual adjustment has been 
achieved. 


GP @ \'slume V, Number 1 


: 
| 
= 
5 
2 at 
; 
j 
per 
| 


A frequent breaking point in the emotional life 
of orally centered women is the climacteric. It is 
typically stormy, and it is often associated with a 
severe anxiety. It is characterized by mood change, 
psychomotor retardation, anxiety, ambivalence to- 
ward relatives and friends, and various psychoso- 
matic symptoms which are attempts at self-punish- 
ment. Such reactions may accompany or follow the 
menopause. Love, affection, sympathy, and kindness 
on the part of the woman's family and physician 
can do more to counteract the stormy climacteric 
than all the hormones available. These women are 
so dependent on outside sources for maintenance of 
self-esteem that the therapeutic program should in- 
clude ways of bolstering the feeble ego. 

Oral Rejection. The following expressions are in 
rather common use in our language: “He (or she) 
makes me sick at the stomach.” “I can’t stomach 
that.” “The very thought of that nauseates me.” Not 
being able to “stomach” something is a not uncom- 
mon reaction in our culture. In practice, occasionally 
one sees a woman with complaints of vague nausea, 
sometimes indefinite epigastric distress, and rarely 
even vomiting. Frequently the patient will associate 
the attack with a recent interpersonal relationship, 
such as going on a date, or her mother-in-law taking 
up residence in her home. The tendency to react 
to unpleasant life situations with such symptoms as 
anorexia, nausea, abdominal discomfort, and vomit- 
ing, is not at all rare. The physician can be of great 
service to his patient by helping her to become 
aware of what it is that she is having difficulty ac- 
cepting emotionally, or “stomaching,” if you will. 
The emotional factors suggested by the “organ lan- 
guage” of nausea and vomiting of pregnancy are 
too well known to require discussion at this time. 


Femininity and Guilt 


Doubts of Femininity. In gynecologic practice I 
occasionally see adolescents or adults who express 
almost obsessive doubts as to breast size (underde- 
veloped), hair distribution (too prominent on the 
face and breasts), or the size of the uterus (infan- 
tile). Examination in such instances often reveals 
a very attractive feminine type, with thoroughly nor- 
mal breasts, feminine hair distribution, and adult 
uterus. I suppose that as children these women were 
confused as to whether they were girls or boys, or 
perhaps whether they would have preferred to have 
been male rather than female. I believe it is urgent 
that the physician recognize this state of affairs 
when he encounters it, and that he do everything 
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possible to reassure the woman that she is normal 
and to assist her to accept her normal feminine role. 
Even if the breasts are smallish or the uterus di- 
minutive, it is probably better to ignore the observa- 
tion, and to reassure the distressed patient that all 
is well. Otherwise, a potential neurosis may be con- 
verted into what might properly be called an iatro- 
genic neurosis. 

Expiation of Guilt. It is astonishing to note how 
many women make the rounds of physicians’ offices 
seeking “another operation,” or another course of 
painful treatments, such as office dilatation of the 
cervix. Not a month goes by that I do not use all 
my powers to persuade a pitiable woman not to 
have a third, fourth, or fifth pelvic laparotomy. The 
previous operations usually include appendectomy, 
removal of “cysts from the ovary,” “straightening of 
the womb,” and “adhesions.” The last patient I saw 
who had had all these and other surgical procedures 
was crestfallen when I pointed out to her that the 
abdominal “swelling” she now complained of was 
simply the bloating of premenstrual edema, and 
surely no further surgery should be contemplated. 
The physician who will closely observe such women 
will become convinced that submitting to another 
surgical assault has for the patient a deep and dy- 
namic emotional significance of which she is ob- 
viously unaware. I believe that such women are 
often plagued with unconscious guilt for which 
they seek a surgical operation as a means for ex- 
piation of the guilt. It seems that there is a dynamic 
vicious cycle of Cunconscious) guilt, the need for 
punishment, expiation, and finally the license or 
permission for new Cunconscious) offenses. It is 
unfortunate that there are physicians, usually sur- 
geons, who sense the demand of these patients for 
the indulgence of masochism and suffering, and act 
accordingly. When the guilt-laden patient finds the 
“obliging” doctor, her demand for still “another op- 
eration” will be met. As a rule, the patient is emo- 
tionally much improved for several months after 
such obtuse “psychotherapy,” only to go on to a re- 
crudescence of her emotional illness. The ultimate 
effect of unnecessary surgical procedures on neu- 
rotic women is invariably a worsening of the neu- 
rosis. 

Repudiation of Femininity. There are some 
women who consciously resent the fact that they 
are women and not men. Frequently, it may be 
learned that the parents had wanted a son and had 
treated the little girl as much like a boy as possible, 
sometimes even to giving a boy’s name. It is little 
wonder that such an environment leads to the de- 
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velopment of what is sometimes called a masculinity 
complex. Inasmuch as the repudiation of femininity 
is often almost entirely outside of awareness, its 
presence breaks through usually by means of the 
“organ language” of gynecologic symptoms. Com- 
plaints which often may be traced to an attempt to 
disavow femininity include premenstrual tension, 
dysmenorrhea, menorrhagia, metrorrhagia, dyspa- 
reunia, frigidity, vaginismus, sterility, habitual abor- 
tion, and certain bladder dysfunctions. For example 
I recently treated a woman who complained of uti- 
nary frequency and urgency, and that “the urine 
would not come out forcibly enough.” She had had 
enuresis until late adolescence, and had had numer- 
ous urologic investigations, with negative findings. 
The patient admitted that she had always resented 
the fact that she had been born a girl and not a boy. 
She felt that boys could enjoy a fuller life with min- 
imal restrictions in their activities; she related that 
as long as she could remember she had enjoyed 
standing up to void, “just like a boy.” 


Infertility, Frustration, and Fears 


Clinical experience indicates that there are emo- 
tional factors at play in some cases of apparent ster- 
ility. In some barren couples, the wife is an im- 
mature, dependent individual who acts out a father- 
daughter relationship with her husband. To such a 
woman, conception would mean giving up a satis- 
fying, although infantile relationship. Also, an ag- 
gressive, dominant woman who assumes the mas- 
culine role in her marriage to a passive husband is 
likely to have psychogenic barriers to conception; 
the last thing she would want to happen would be 
pregnancy. I have often suspected, in reviewing basal 
body temperature charts with infertile women, that 
part of the attraction of keeping the record month 
after month is the assurance that pregnancy has not 
occurred. I have been impressed on many occasions 
by the sheer joy displayed by certain women when 
they are told that sperm analysis has disclosed total 
absence of spermatozoa. We «ll can recall instances 
of prolonged sterility relieved by a change in marital 
partners, or after the initial office visit, without 
benefit of anything more than a medical history and 
physical examination. Most physicians can _recol- 
lect one or more barren women who promptly con: 
ceived after deciding to adopt a baby. 

Only penetrating psychologic investigation could 
hope to discover the dynamics behind these strik- 
ing phenomena. We do not know the psychophysio- 
logic mechanisms which cause infertility in some 


women. However, I have known infertile patients 
who habitually avoided coitus at fertile times, and 
compulsively took postcoital douches for “cleanli- 
ness.” Spasm of the cornual tubal sphincters, medi- 
ated by the autonomic system, may be a factor in 
preventing conception. As we learn more about 
the function of the hypothalamus, it may be estab- 
lished that ovulation can be disturbed by interfer- 
ence with the hypothalamic-pituitary pathways. In 
any event the physician undertaking to investigate 
infertility in women would do well to include psy- 
chologic evaluation, as well as a Rubin test and the 
other standard determinations. Sometimes, reliev- 
ing sterility for a woman psychologically unpre- 
pared for motherhood opens a Pandora’s box of 
trouble. 

Spontaneous abortion may sometimes be psycho- 
genic. I can recall unwanted pregnancies which 
ended in spontaneous abortion within days after I 
had made a diagnosis of pregnancy. I believe hyper- 
motility of the uterus may be an anxiety-equivalent, 
comparable to sweating, tachycardia, and hyperven- 
tilation. My personal observations lead me to believe 
that habitual abortion is often psychogenic. I re- 
cently delivered a habitual aborter who had lost 
seven previous pregnancies, but who carried the 
eighth to term, following psychotherapy which en- 
abled her to work through a deep-seated revulsion 
to femininity and the pregnant state. Interestingly 
enough, all the abortions occurred shortly after the 
woman “felt life.” 

Sexual Frustration. Sexual stimulation or turges- 
cence without release or deturgescence is frequently 
followed by symptoms, the physiologic basis for 
which appears to be prolonged pelvic hyperemia. 
The usual history is an antecedent “necking” or 
“petting” party with the young woman's fiance. 
However, the same clinical picture sometimes oc- 
curs in the early months of marriage, if there is 
repeated intense arousal without orgasm. The out- 
standing symptoms are a mild anxiety state with 
local complaints of pruritus vulvae, leukorrhea, pel- 
vic discomfort in one or the other adnexal region, 
and urinary frequency and urgency. Examination 
typically shows an anxious young woman with a 
perfectly clear cervical discharge, mild vulvitis, and 
an enlarged tender ovary. I have found that a simple 
explanation of the psychophysiology of sexual 
arousal and response is almost always followed by 
prompt relief. It is important that the physician be 
uncritical, sympathetic, and kindly in these in- 
stances. 

Other Fears. I see more and more women who 
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have what I call pelvic hypochondriasis, including 
fixed ideas and phobias about the status of their 
reproductive organs. The content of their fears has 
to do with obsessive doubts about being able to be- 
come pregnant, having been “torn,” having vaginal 
“odor,” being “diseased,” or harboring an occult 
cancer. These women consult the physician for re- 
lief of morbid anxiety about damage to their geni- 
talia. Even after painstaking and exhaustive physi- 
cal investigation, including smears, cultures, and 
cytologic studies, it is often not easy to convince 
some of these women that there really is nothing to 
substantiate their fancies. 


Organ Paranoia 


Fortunately, the truly paranoid personality is 
rarely seen in gynecologic practice. However, once 
in a while one encounters a woman who uses the 
mechanism of projecting hatred onto various organs 
in her body. Such a patient seems to detach the 
viscus from her body, and personify it. The most 
commonly selected organs are the stomach, uterus, 
ovary, Fallopian tube, vagina, and urinary bladder. 
During the period of observation, the projection 
may shift in rather rapid succession from one organ 
to another, then back to the original one. Unlike 
the classical case of paranoia, such a patient does 


A LESSON 


IN DIAGNOSIS 


Tuer is a well known story (now often repeated) that was told to me by the late, great Harvey 


not express delusions of reference; she is at peace 
with the world, except for the offending organ or 
organs. This is a kind of ambulatory paranoid schiz- 
ophrenia, in which viscera make up the delusion 
system. The clue to diagnosis is the fact that, in 
describing her symptoms, the patient refers to her 
viscera as if they were persons. The complaint of 
one patient used to go like this: “My uterus is rot- 
ten; it is poisoning my entire system.” Weeks later 
she had forgotten about her uterus, and now 
charged: “My bladder is out of order. It insists on 
being emptied every hour or so. I don’t know why 
it has to be that way.” 

It is important from a therapeutic standpoint to 
recognize organ paranoia as genuinely dangerous, 
and to realize that, if the doctor uncaps too much 
awareness on the part of the patient, he might easily 
throw her into florid paranoid insanity. I have found 
that the best policy in organ paranoia is to listen “ob- 
jectively” to the symptoms, make certain there is no 
underlying organic disease, and help bolster the 
patient’s defenses. Under no circumstances should 
one explain the meaning of the “organ language” 
to the patient, as it is almost never possible to get 
her to consult a psychiatrist until or unless full- 
blown paranoid schizophrenia develops. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Cushing. The chief of the medical service in a certain hospital was away and the staff was in 
charge of the service. A former student, now a country doctor, happened in one morning on a 
visit. The ward rounds were about to begin and the country doctor was invited. He was shown a 
patient with a continued fever and it was explained that many studies, such as blood counts, blood 
chemistries, blood cultures, and x-ray pictures, all had been done. Still there was no explanation 
for the fever. The country doctor listened attentively to all reports. He turned down the sheet, 
palpated an enlarged spleen, noted the pointed tongue and rose spots on the abdomen. He then 
turned to the group and remarked, “I did not know there was any typhoid fever in this part 
of the country!” Imagine the consternation! Of course, these inconclusive studies were done at 
considerable expense. We should keep such examples in mind when we are faced with the high 
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Heart Disease 


‘DANGER SIGNALS 


RULES FOR DOCTOR 


Practical Therapeutics 


BY FRANKLIN A. KYSER, M.D. 


Northwestern University Medical School, Chicago 


WHEN a pregnant woman with a possible cardiac 
problem comes for examination, the physician must 
immediately recognize that here is a challenge to 
be met with keen judgment and careful observation. 
A series of questions should appear in the exam- 
iner’s mind, which, if answered correctly, should do 
a great deal to lower maternal and infant morbidity 
and mortality. (1) Does the patient actually have 
organic heart disease? (2) If organic heart disease 
exists, what is the nature of the cardiac lesion? (3) 
What physiologic changes in pregnancy have an ef- 
fect on the cardiovascular systenu? (4) What factors 
are important in evaluating the prognosis and man- 
agement in any particular patient during the pre- 
natal period, labor, and puerperium? 

This discussion will attempt to present answers 
to these questions in a manner that will be useful 
and practical to the practicing physician. 


Is Organic Heart Disease Present? 


It is not uncommon for women in the childbear- 
ing age to have heart murmurs. One must be certain 
that a murmur is not functional, since functional 
murmurs are of no significance and will cause no 
difficulty. If one cannot be certain by auscultation 
whether a murmur is functional or organic, careful 
study will usually help him decide. If the murmur 
is diastolic or presystolic, it is organic. If the mur- 
mur is accentuated by exercise or if an apical mur- 
mur is accentuated when the patient is lying on her 
left side, it is more likely to be organic than func- 
tional. Loud murmurs are usually organic, and soft 
murmurs are more likely to be of no significance. 
The size of the heart, as determined by percussion 
and x-ray examination including fluoroscopy, may 
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TREATMENT OF HEART DISEASE 


IN PREGNANCY 


be valuable aids in arriving at a final conclusion. 
Enlargement of the left auricle, as seen during 
fluoroscopy, may be the first clue to a diagnosis of 
rheumatic mitral endocarditis. 

The electrocardiogram in this type of cardiac 
problem is unlikely to contribute conclusive evi- 
dence. It is true that arrhythmias may be identified 
by electrocardiographic studies, and the presence of 
right heart strain may be significant in suspected 
mitral lesions, but it behooves the physician to in- 
terpret the electrocardiogram accurately. 

The patient’s history may be of invaluable aid. A 
story of childhood rheumatic fever, diphtheria, scar- 
let fever, or repeated episodes of sore throat must 
be carefully evaluated. The story of a murmur or 
of cardiac disabilities in infancy alerts one to the 
possibility of a congenital lesion. The history of 
syphilis in early youth, the presence of myxedema, 
chest deformities, hypertension, or true anginal pain 
are all factors of obvious importance. 

The history of an episode suggestive of heart fail- 
ure is of extreme significance. As will be empha- 
sized later, the functional capacity of the heart is 
the most important single criterion in guiding the 
management of the pregnant patient with heart 
disease. One must remember, however, that dyspnea 
often appears in the latter part of pregnancy even 
though the heart is normal. 


The Nature of the Cardiac Lesion 


Rheumatic heart disease is the most common eti- 
ologic type seen in obstetric practice. The incidence 
of rheumatic heart disease in the childbearing age is 
somewhere between | and 2 per cent. Mitral steno- 
sis and insufficiency are the common rheumatic le- 
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recently published book, Therapeutics in Internal Medicine, he is a member of the Ameri- 
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special interest to Dr. Kyser is cardiovascular disease. 


sions. Aortic valvular defects are occasionally found, 
sometimes combined with mitral lesions. Needless 
to say, a double valvular lesion imposes a greater 
risk during pregnancy, but many patients may be 
carried successfully to term. It can be stated as a 
general rule that patients with rheumatic heart dis- 
ease, unless it is far advanced, tolerate pregnancy 
well. It is unusual to see a reactivation of rheumatic 
fever during pregnancy. The presence of conges- 
tive heart failure or auricular fibrillation in this 
group is cause for alarm. The complications of em- 
bolic phenomena and the development of bacterial 
endocarditis must be prevented. 

Patients with congenital lesions run the risk of 
congestive failure and bacterial endocarditis. If cy- 
anosis is persistent, pregnancy is contraindicated, 
and therapeutic abortion is usually desirable. Pa- 
tients with small, auricular septal defects, ventricu- 
lar septal defects, or a patent ductus arteriosus can 
usually be carried to term, if carefully observed dur- 
ing their pregnancy. 

Syphilitic heart disease is uncommon, and pa- 
tients in this group can usually be treated with the 
same precautions as in the rheumatic group. Need- 
less to say, treatment of the syphilis is imperative. 

It is very unusual to see coronary artery disease 
in women of childbearing age. Precordial pain must 
be carefully evaluated in order to decide whether or 
not it is of cardiac origin. If degenerative heart dis- 
ease is present, the risk is greatly increased, and 
again the functional capacity of the heart must be 
the guide to management. 

The presence of essential hypertension in the 
pregnant patient requires careful observation. Ac- 
cording to Page, essential hypertension, present be- 
fore the fourth lunar month, may take one of three 
courses during gestation: (1) In less than one-half 
the cases, the hypertension is not seriously affected 
by the pregnancy. (2) In somewhat less than one- 
third of patients, the blood pressure may actually 
decrease between the eighth and thirty-second week. 
(3) Somewhat less than one-third of patients may 


develop pre-eclampsia or eclampsia after the sixth 
month. 

Prognostically, one can state that the patient with 
essential hypertension has a 50-70 per cent chance 
of passing through pregnancy without difficulty. 
The incidence of toxemia according to Page is 
about 30 per cent. If the hypertension is severe and 
cardiac enlargement is present, the maternal mor- 
tality may increase to as high as 10 per cent. 


Physiologic Changes 


Once a diagnosis of organic heart disease is made 
in a pregnant patient, it is extremely important to 
understand the vascular changes that are a part of 
pregnancy, and to know the effect of these changes 
upon the heart. Pregnancy increases the load on 
the circulation. The rapidly growing fetus and the 
enlarging uterus require large quantities of blood. 
The blood volume increases about 45 per cent, and 
the cardiac output is thereby increased. The in- 
crease in cardiac output is brought about by accel- 
eration of the pulse rate and an increase in stroke 
volume. 

The increase in cardiac output begins in about 
the twelfth week of pregnancy and continues to 
climb until the end of the eighth month, and then, 
for an unknown reason, the load on the heart di- 
minishes. The therapeutic implication of this fact 
is obvious in that an interruption of the pregnancy 
would be much better tolerated by an overburdened 
heart in the ninth month than in the eighth month. 
This fact is graphically represented in Chart 1. 

Because of these changes, the cardiac reserve is 
diminished, and if the reserve has already been re- 
duced by heart disease, cardiac failure may ensue. 
This development demands immediate action as 
will be discussed in the following section. 

Endocrine changes occurring during pregnancy 
are not well understood. Estrogenic and androgenic 
hormones are formed more rapidly and excreted 
more slowly than usual. The changes that occur in 
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adrenal cortex and pituitary are thought to control 
the changes in blood volume and sodium excretion. 
There is no doubt that much of the fluid retention 
occurring in pregnant women is the direct result of 
sodium retention. 

Chart 2 demonstrates the major and minor physi- 
ologic changes occurring in the vascular system dur- 
ing the prenatal period. 

By the time labor occurs, the cardiovascular sys- 
tem has usually adjusted itself quite well to the 
changes described. It is unusual for heart failure 
to occur for the first time during labor. If evidence 
of decompensation first manifests itself during labor 
or the puerperium, it is wise to search for a precipi- 
tating cause such as infection, atelectasis, embolism, 
or some other complication. 


Management of the Patient 


General Considerations. Irving has stated that, 
“Medical treatment is of greater importance in the 
pregnant cardiac than the obstetrical conduct of 
the case, but both are essential to success.” Certain 
routine precautions must be observed more rigidly 
in the pregnant cardiac patient than in an other- 
wise normal pregnant woman. Fatigue must be 
avoided at all costs; long shopping trips or excessive 
exercise is forbidden. An afternoon rest period of 
one or two hours and nine or ten hours of rest at 
night are essential. Anemia should be corrected with 
proper medication, and infections of any kind must 
be treated diligently. In valvular disease of any type 
or in congenital lesions, antibiotic therapy is indi- 
cated whenever any type of infection supervenes. 
It is extremely important that careful examination 
be carried out every two weeks from the third month 
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on. Particular attention must be paid to any evi- 
dence of cardiac decompensation, such as moist 
rales in the lung bases, enlargement of the liver, 
pitting edema of the ankles, or undue gain in 
weight. If the patient is overweight, a reduction 
diet should be prescribed. The development of 
auricular fibrillation during pregnancy is alarming. 

During the prenatal period the physician must 
constantly keep in mind that the maintenance of 
functional efficiency of the heart and of normal 
cardiac rhythm must be his primary concern. 

If the pregnancy progresses in a satisfactory man- 
ner and no cardiac complications appear, sponta- 
neous labor should be allowed to start. The second 
stage of labor is usually shortened by episiotomy 
and low-forceps delivery. Anesthesia will be dis- 
cussed. later. 

It is well to remember that it is very unusual for 
heart failure to first appear during the last month 
of pregnancy or during labor or the puerperium. I 
believe that all cardiac patients should receive peni- 
cillin during labor and for five days post-partum, in 
order to prevent the development of bacterial en- 
docarditis. 

Cardiac Failure and Auricular Fibrillation. If on 
the first visit, the patient is found to have conges- 
tive failure or auricular fibrillation, it is generally 
wise to consider termination of the pregnancy. If 
failure or fibrillation appears at any time before 
the twenty-fourth week, it is unlikely that the pa- 
tient can tolerate the increasing load of pregnancy. 
Under these circumstances, the patient should be 
hospitalized and treated with the usual measures for 
heart failure, i.e., digitalis, rest, mercurial diuretics, 
and probably a low-sodium diet. When the best pos- 
sible state of compensation is reached, the uterus 
should be emptied by abdominal hysterotomy. It is 
usually wise to consider sterilization at this time. 
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If heart failure develops after the fifth month of 
pregnancy, the management should be more con- 
servative. At this time the heart is carrying its great- 
est load. Any attempt at interruption may be dis- 
astrous, and the problem is now cardiac rather than 
obstetric. The patient should, of course, be treated 
by every possible means for the heart failure, and 
labor should be allowed to occur spontaneously, 
and delivery carried out from below. We know from 
our discussion on physiology that the burden on 
the heart is eased during the ninth month, and the 
risk is much less at this time with conservative man- 
agement than an artificial delivery at an earlier 
period. Hamilton and Thompson have shown that, 
by following this conservative plan, the maternal 
mortality rate may be reduced by 75 per cent. Ab- 
dominal delivery under these conditions allows a 
much greater incidence of embolic complications 
and infection. 

If auricular fibrillation without failure appears for 
the first time in the last trimester, it may be possible 
to carry the patient to term with adequate rest, and 
quinidine or digitalis if the ventricular rate is rapid. 

One must remember that manipulative proce- 
dures are best avoided unless absolutely necessary 
from the obstetric standpoint. 

Labor and Anesthesia. Once labor has started it 
is wise to administer penicillin in order to prevent 
the development of bacterial endocarditis. Usually 
one of the long-acting preparations is desirable, and 
a dose of 300,000 units twice daily is satisfactory. 
This should be continued for three or four days 
post-partum. Excessive blood loss must be avoided 
as in any other patient. Although it is unusual for 
heart failure to appear first during labor, constant 
observation for signs of failure should be main- 
tained. Episiotomy and low-forceps delivery are 
desirable. Other manipulative procedures are con- 
traindicated unless necessary from the obstetric 
standpoint. 

The choice of anesthetic in any cardiac patient 
is important. Ether by the open-drop method, or by 
a closed system with large amounts of oxygen, is a 
satisfactory agent for patients with heart disease. 
The danger of asphyxia with nitrous oxide makes 
this drug undesirable unless administered by a 
trained anesthetist. Cyclopropane is a cardiac de- 
pressant and in some cases may produce abnormal- 
ities of rhythm, so that it is to be avoided in cardiac 
problems. Spinal anesthesia may be used in patients 
with heart disease, provided there is no associated 
hypertension or coronary artery disease. Regardless 
of the agent used, a clear airway is of vital impor- 


tance, and if the pulse is over 100 a minute follow- 
ing delivery, the use of oxygen is indicated until 
the cardiac rate returns to normal. 

Post-Partum Considerations. It is unlikely that 
heart failure will appear during the post-partum 
period. However, if a complication such as atelec- 
tasis, embolism, or severe infection develops, the 
added strain may send a heart with low reserve into 
decompensation. If this occurs, in addition to treat- 
ment for the complicating process, therapy directed 
to restoring compensation is mandatory. Digitalis, 
bed rest, oxygen, and careful management of fluid 
intake with sodium restriction are all important. 
The intake of sodium is usually limited to less than 
1,000 mg. a day. It is wise to allow cardiac patients 
to take as much fluid as they want. Following de- 
livery, there is usually no reason for long-continued 
intravenous fluid therapy. 

It is wise to keep the cardiac patient in bed for 
two weeks following childbirth. This allows for an 
adequate readjustment of the cardiovascular sys- 
tem. Careful limitation of physical activity is ad- 
vised for another month. An afternoon rest period 
of two hours, with ten hours of rest at night, is a 
good general rule for most patients. Lactation is in 
no way harmful and should be encouraged. 

Soon after the patient returns to normal activity, 
the question frequently arises as to the advisability 
of future pregnancies. There is no real evidence to 
indicate that childbearing aggravates an existing 
heart lesion. If the patient has tolerated pregnancy 
well, with no evidence of myocardial failure and 
without development of an abnormal rhythm, fu- 
ture pregnancies may be permitted. This question 
must be highly individualized, and one must con- 
sider not only the status of the heart as related to 
pregnancy, but in addition, serious thought must 
be given to the number of children, the extra physi- 
cal effort required to care for a large family, and 
other domestic problems. 


Q. Is active rheumatic fever during pregnancy an in- 
dication for interruption of the pregnancy? 

A. First it must be emphasized that a flare-up of 
rheumatic fever is very unusual during pregnancy, 
and one must be certain as to the diagnosis. If ac- 
tive rheumatic fever does appear, interruption of 
the pregnancy is usually indicated. It is possible 
that our thoughts on this particular point may be 
altered in the future as a result of the effect of 
ACTH or Cortisone on acute rheumatic fever. 
However, since the effects of these hormones dur- 
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ing pregnancy have not been thoroughly studied, 
it is a wise procedure to advise interruption at the 
present time. 


Q. In patients with rheumatic heart disease in which 
double valvular involvement is present, such as a mitral 
and aortic endocarditis, is it not wise to err on the side 
of safety and advise against pregnancy; or if the pa- 
tient is pregnant, to suggest immediate interruption 
rather than to wait until the patient gets into serious 
difficulty? 


A. The answer is no. In all such cases, the prob- 
lem must be thoroughly discussed with the patient. 
She should be told that it is entirely possible that 
an abortion may be necessary, and that her course 
may be stormy. However, unless congestive failure, 
a history of decompensation, or auricular fibrillation 
are present, it is wise to allow pregnancy to proceed. 
With careful attention most of these patients can 
successfully be carried to term and are forever grate- 


ful for the blessing of motherhood. 


Q. What is the basic management of hyperthyroidism 
and the associated cardiac problem in pregnant pa- 
tients? 

A. If thyrotoxicosis first appears at any time dur- 
ing pregnancy, the patient should be treated with 
rest, sedation, and one of the antithyroid drugs such 
as 6-propyl thiouracil. This will usually suffice to 
control the thyroid difficulty as well as the cardiac 
complications. The antithyroid drugs have no seri- 
ous effects upon the fetus. One must be certain that 
frequent blood counts are made in order to detect 
the development of agranulocytosis. Radioactive 
iodine should not be used in pregnancy. 

Q. Should digitalis be administered and sodium restric- 
tion advised in a pregnant patient with heart disease 
in order to prevent the development of heart failure? 

A. No. Digitalis should not be given unless def- 
nite heart failure or rapid auricular fibrillation is 
present. Sodium is not restricted unless heart fail- 
ure appears or unless some other indication, such as 
impending toxemia, manifests itself. 


DRUG RESISTANT INFECTIONS 


In piscussinc new problems in the treatment of infectious diseases, Miller states that it is im- 
portant to distinguish the natural from the acquired resistance of microérganisms (Ann. Int. Med., 
35:763, 1951). Greatest interest naturally centers on the problem of acquired resistance which 
results from continued exposure to subinhibitory concentrations of any of the antimicrobial drugs. 
In the case of all of the drugs, with the exception of streptomycin, resistance is acquired slowly. 

Clinically, therefore, it is only in patients unsuccessfully treated over long periods of time, that 
resistance is acquired during the course of infection. Acute infections caused by bacteria sensitive 
to the drug employed, are brought under control too quickly for resistance to develop. On the other 
hand, rapid development of resistance to streptomycin is a common clinical occurrence, most often 
encountered in infections of the urinary tract. In such cases, treatment with streptomycin, to be 
successful, must completely eliminate the bacteria within a period of three or four days. Micro- 
érganisms, such as tubercle bacilli which multiply slowly, require a much longer time to develop 
resistance even to streptomycin. 

With regard to penicillin-resistant infections, it is apparent that there has been a striking in- 
crease in the percentage of penicillin-resistant staphylococcic infections in recent years. Miller 
believes that we have probably reduced the numbers of penicillin-sensitive strains of pathogenic 
staphylococci by the indiscriminate administration of penicillin, just as we eliminated sulfona- 
mide-sensitive gonococci. Fortunately, most penicillin-resistant staphylococci are sensitive to other 
antibiotics singly or in combination. - 


SUBACUTE COMBINED DEGENERATION 


Ir nas long been known that some patients with pernicious anemia develop neurologic mani- 
festations before significant anemia. Conley and Krevans believe that this kind of case is becoming 
more common as a consequence of indiscriminate use of multivitamin preparations containing 
folic acid (New England J. Med., 245:529, 1951). Such preparations clear up the anemia or 
prevent its development, without influencing the tendency for subacute combined degeneration 
to appear. The warning is served, therefore, that preparations containing folic acid should not be 
prescribed for patients whose symptoms might be attributable to pernicious anemia. 
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Chest films demonstrating similarity of solitary pulmonary tumors of different etiologies. 
The illustration on the left shows a bronchiogenic carcinoma; the one on the right rep- 
resents a tuberculoma. In neither case did the patient have symptoms of pulmonary disease. 


Che Solitary Pulmonary Cumor 


THE SOLITARY PULMONARY TUMOR is an important 
example of the inability of x-ray interpretation to 
identify precisely the nature of x-ray densities. The 
term, solitary pulmonary tumor, is variously desig- 
nated as the isolated pulmonary nodule, the pul- 
monary coin lesion, the peripheral nodule, the 
round focus, and the circumscribed lung tumor. 
Whichever phrase is used, it should be recognized 
that the presence of neoplasm is not implied. Rather, 
the expression refers to any lesion whether neo- 
plastic, inflammatory, granulomatous, development- 
al, or vascular, that is spherical or spheroid located 
within the lung, and having edges that are sharp. 
Calcification or cavitation may be present. Solitary 
pulmonary lesions, therefore, may be neoplastic or 
non-neoplastic. The former category includes bron- 
chiogenic, carcinoma, metastatic carcinoma, pri- 
mary and secondary sarcomas, adenoma, chondroma, 
hamartoma, and lymphoma. In the non-neoplastic 
group are found tuberculoma, pyogenic lung abscess, 
interlobar empyema, organizing pneumonia, syphilis, 
nonspecific granulomas, coccidioidomycosis, echino- 
coccie cyst, nonparasitic cyst, infarct, lipoid gran- 
uloma, and amyloid deposition. 

The patient with an isolated pulmonary nodule 
presents diagnostic and therapeutic problems far 
out of proportion to the symptomatology he mani- 
fested. Often there are few or no symptoms refer- 
able to the respiratory system, the lesion having 
been discovered during the routine chest X-ray ex- 


amination. The importance of the issue lies in the 
frequency with which malignancy is found; the 
incidence is variously reported between 25 and 70 
per cent. Even the most careful studies often fail 
to disclose the nature of these lesions. Special diag- 
nostic procedures such as bronchoscopy, bronchog- 
raphy, skin testing using tuberculin, histoplasmin, 
coccidioidin, echinococcin, etc, examination of spu- 
tum and bronchial washings for tubercle bacilli and 
tumor cells, and angiocardiography are expensive 
and often do not yield information of diagnostic 
value. When tomography or spot Bucky films dis- 
close the presence of calcium within the solitary 
lesion, it speaks for the benignancy of the lesion 
in most instances. 

Since it is obvious that our usual methods fail 
almost completely to ascertain the nature of the 
solitary nodule, the early use of exploratory thor- 
acotomy becomes a mandatory diagnostic measure. 
An attitude of “watchful waiting” based on the ab- 
sence of symptoms is not justifiable. Exploratory 
thoracotomy, properly performed, results in a very 
low morbidity and mortality. If bronchiogenic car- 
cinomas are to be treated adequately, resection must 
be performed before invasion occurs and before 
the regional lymphatic structures are involved. The 
early use of resection in the treatment of uniden- 
tifiable solitary pulmonary tumors is the only sensi- 
ble approach to the solution of the peripherally 


located bronchiogenic carcinoma. 
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Chips from Other Journals 


Surgical Treatment of Peptic Ulcer 


Tue EFFECT of various surgical procedures upon the 
acidity of the gastric contents of ulcer patients has 
been reported by Farmer, Howe, Porell, and Smith- 
wick (Ann. Surg., 134:319, 1951). They found 
that removal of approximately 50 per cent of the 
stomach, combined with vagotomy, gave results 
superior to those following more radical resections 
with or without vagotomy. Removal of an estimated 
one-third of the stomach combined with vagotomy 
was considerably less effective. 


Surgical Therapy for Tuberculosis 


ConkLIN and co-workers recommend that when 
pneumonectomy or an upper lobe resection is in- 
dicated in the treatment of tuberculosis, a thoraco- 
plasty should be performed at the same operation 
(J. Thoracic Surg., 22:271, 1951). The combined 
operation is well tolerated, and the incidence of 
postoperative complications is low. The use of the 
thoracoplasty prevents overdistention of the remain- 
ing lung tissue. Overdistended lungs not only 
function with impaired efficiency, but residual 
tuberculous foci are more likely to show reactiva- 
tion or progression. 


Fatality Rates in Pneumococcic Pneumonia 


In THEIR appraisal of the effect of antibiotics on 
the fatality rate and incidence of complications in 
pneumococcic pneumonia, Dowling and Lepper 
have reached some rather definite conclusions about 
the methods that are needed for further improve- 
ment of results of this type of therapy (Am. J. M. 
Sc., 222:396, 1951). They found that the case fa- 
tality rate for all patients treated with antibiotics 
was 5.1 per cent. They do not believe that this is an 
irreducible minimum. 

They found that many patients are still not 
treated early enough, and recommend that the pub- 
lic be educated to report promptly any symptoms 
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which are suspicious of pneumonia. Persons with 
chronic diseases (heart disease, nephritis, bron- 
chiectasis, tuberculosis, cirrhosis of the liver, di- 
abetes mellitus) must be watched carefully for the 
onset of pneumonia and treated vigorously with an- 
tibiotics at the onset of the disease. Particular at- 
tention to persons in the older age groups should 
also be emphasized. Prompt treatment is especially 
important in such individuals. Physicians should 
realize that pneumonia in the aged may be accom- 
panied by little or no fever and may exhibit none 
of the cardinal signs of pneumonia. 

Dowling and Lepper believe too that considera- 
tion should be given to immunizing persons above 
the age of sixty or seventy years with pneumococcal 
polysaccharides. The fatality rate with antibiotic 
treatment of pneumococcic pneumonia was 15 per 
cent for patients over the age of fifty nine years, as 
compared to a case fatality rate for all patients of 
5.1 per cent. 


Nonclostridial Gas Infection in Diabetes 


Crepitus in infected tissues does not necessarily 
indicate the presence of gas gangrene, the infection 
produced by Clostridium perfringens. Nonclostrid- 
ial organisms such as Escherichia coli and non- 
hemolytic streptococcus are also capable of produc- 
ing gas, especially in the presence of a high dextrose 
content in the tissues. Spring and Kahn report 
three diabetics having such gas infection, not due 
to gas gangrene (Arch. Int. Med., 88:373, 1951). 
In the first, a clysis given in the thigh resulted in 
an E, coli gas infection. In another case, an E. coli 
gas infection followed the removal of a gangrenous 
appendix; and in the third, a perianal abscess de- 
veloped in which were found Gram-positive cocci 
plus Gram-negative and Gram-positive bacilli. 

Multiple incisions to free the tissues of gas and 
pus, and the use of appropriate antibiotics are the 
recommended measures. The prognosis in nonclos- 
tridial gas infection is excellent when the condition 
is recognized and adequate therapy instituted. 
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Congenital Heart Disease 


Leinincer, Gibson, and Potts have reported on the 
results of surgical treatment of 199 patients with 
tetralogy of Fallot and related congenital cardiac 
lesions in which there is deficient pulmonary blood 
flow (Am. J. Dis. Child., 81:465, 1951). An aortic- 
pulmonary anastomosis was established in 177 
cases. A Blalock operation was performed in twenty- 
one cases, and in one case a localized stenosis of 
the left pulmonary artery was resected. Eighteen 
children (9 per cent) died in the immediate post- 
operative period. 

There were 145 patients who have been observed 
for postoperative periods ranging from six to forty- 
two months. Eight of these children have died from 
various causes during the period of observation. 
The degree of improvement resulting from the 
surgical treatment has varied in the surviving chil- 
dren. In all cases in which a satisfactory anastomosis 
was created, there was gratifying improvement. 
This included subsidence of cyanosis, improved ex- 
ercise tolerance, and disappearance of episodes of 


paroxysmal dyspnea. 


Separation of Lower Femoral Epiphysis 


Traumatic separation of the epiphysis of the 
lower end of the femur is not uncommon among 
schoolboy football players, according to Leavitt 
(New England J. Med., 245:565, 1951). He be- 
lieves that the injury results from a direct blow to 
the body together with a twisting in the region of 
the upper thigh or knee at a moment when the 
foot is more or less firmly fixed. If the injury is 
properly and promptly handled, there is little likeli- 
hood of interference with epiphyseal growth. 
Prompt reduction is essential, using full anesthesia 
for complete relaxation. Early reduction has the 
additional advantage that serious injury to the ves- 
sels and nerves in the popliteal space is thereby 
averted. Once a good reduction is obtained, the 
likelihood of slipping is small. After splinting, early 


ambulation is indicated. 


Thromboendarterectomy 


Restoration of blood flow through occluded ar- 
teriosclerotic arteries can sometimes be accom- 
plished by resection of the intima and diseased por- 
tion of the media together with the thrombus. With 
postoperative administration of heparin there has 
been remarkably little tendency noted for throm- 
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bosis to develop in the denuded arterial segment. 

Wylie, Kerr, and Davies point out that two com- 
plications of this operation have prevented its wider 
acceptance (Surg., Gynec. & Obst., 93:257, 1951). 
First, closure of the arterial incision often is inade- 
quate, due to the poor structure of the remaining 
vessel wall, and hemorrhage is then difficult to con- 
trol. Second is the aneurysmal dilatation which may 
appear in the weakened artery following operation. 
As a result of their experimental studies with dogs, 
and the application of their experiences to a small 
group of patients who underwent thromboendarte- 
rectomy because of arteriosclerotic disease, these 
authors believe that complications can usually be 
prevented by encasing the operated segment of 
artery in a sleeve of fascia lata. 


Exploration in ‘Silent’ Lung Disease 


Surcicat exploration of the abdomen is a common 
and acceptable practice. It is strange that the same 
enthusiasm for exploring the chest is not aroused 
when an undiagnosed pulmonary lesion exists. 

The routine use of the chest x-ray has resulted 
in an increased incidence of discovery of asympto- 
matic pulmonary lesions. According to Overholt, 
the interpretation of such x-ray shadows is not an 
exact science (Dis. of Chest, 20:111, 1951). Identi- 
cal shadows can be caused by different pathologic 
processes. 

The proper timing of treatment in cancer has 
more to do with a successful outcome than any 
other single factor. The physician, therefore, must 
recognize that abnormal shadows found within the 
lung must be labelled promptly. When a patient is 
a male and over 35 years old, then such abnormal 
shadows should be taken even more seriously than 
when they occur in others. 

When it is a matter of deciding between tuber- 
culosis and tumor, one is not justified in delaying 
for the results of guinea pig inoculations or cul- 
tures. Nor is it safe to allow long intervals of time 
to elapse in order to compare films for possible 
change. Prompt surgical exploration should be the 
approach to the problem of the undiagnosed lung 
lesion. 

In Overholt’s experience with cases of bronchio- 
genic carcinoma, when surgical resection was de- 
layed until symptoms appeared, only 11 per cent 
were found to have a localized lesion. In patients 
without symptoms, but in whom there was a delay 
of more than three months before operation, 44 per 
cent of cancers were still localized. On the other 
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hand, in patients without symptoms and with 
prompt surgery, 75 per cent had localized lesions. 
The survival rate is also influenced by the extent 
of the process. With localized pulmonary cancers 
the five-year survival was 40 per cent. When cancer 
was found in the lymphatics by microscopic exami- 
nation, the five-year survival fell to 20 per cent, 
and when there was gross evidence of extension, no 
patient lived longer than twenty-three months. 


Dangers of Pregnancy in Hypertension 


From his study of 203 mild hypertensive pregnan- 
cies, Jones concludes that this is a dangerous dis- 
order for the pregnant woman (Am. J. Obst. & 
Gynec., 62:387, 1951). In particular, he decries the 
use of the term benign for designation of this hy- 
pertensive disorder, pointing out that it carries four- 
teen times the normal expectancy of pre-eclampsia, 
ten times the incidence of toxic separation of the 
placenta, twenty times the chance of cerebral hem- 
orrhage or convulsive phenomena, one-third the 
hope of obtaining a live baby, and thirty-five times 
the normal risk of maternal death. 


Reactions to Tetanus Antitoxin 


A REDUCTION in the incidence of serum reactions 
following the administration of tetanus antitoxin 
may be expected when an antihistaminic drug is 
given following the injection, according to the re- 
sults of a study by Waxman and Geshelin (Cali- 
fornia Med., 75:93, 1951). Of one hundred pa- 
tients given tetanus antitoxin, fifty-six were also 
given an antihistaminic drug (Pyribenzamine) in 
a dose of 50 mg. by mouth daily for ten days fol- 
lowing the injection. There was an incidence of 3.6 
per cent of serum reactions in these fifty-six pa- 
tients, as compared to an incidence of 20.4 per cent 
of reactions in the patients who did not take the 
antihistaminic drug. 


Pudendal Block with Hyaluronidase 


Accorp1nc to Heins, the addition of hyaluronidase 
to the procaine solution used for pudendal block 
during delivery gives a much higher percentage of 
ideal blocks than when procaine solution alone is 
employed (Am. J. Obst. & Gynec., 62:658, 1951). 
He employs an anesthetic mixture consisting of one 
vial of lyophilized hyaluronidase, 0.5 cc. of epine- 
phrine hydrochloride solution (1:1000), and 30 cc. 
of 1 per cent procaine solution. 
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Late Toxemia of Pregnancy 


In a study of several hundred consecutive patients 
during labor, Bartholomew and his co-workers found 
that it was rather common for albuminuria to de- 
velop during labor, although absent at the time the 
patient was admitted to the hospital (Am. J. Obst. 
& Gynec., 62:246, 1951). The placentas of those 
women who developed significant proteinuria 
showed a high incidence of changes, such as infarc- 
tion and necrosis, which are known to be associated 
with toxemia. The authors conclude that toxemia is 
initiated more often in labor than in pregnancy. 
Due to the limited duration of labor and riddance 
of the placenta, clinical symptoms of toxemia are 
seldom manifested. It may, if superimposed on a re- 
cent toxemia unrecognized before labor, add sufh- 
cient toxemia to cause late post-partum eclampsia. 


Rupture of the Gravid Uterus 


Rupture of the uterus during pregnancy is a rare 
complication more likely to be seen in multiparas. 
In their series of twenty-two cases, Parker and Jones 
classified seven as spontaneous, eight as traumatic, 
and seven as post-Cesarean section ruptures (Am. 
]. Obst. & Gynec., 62:330, 1951). The main clini- 
cal manifestations of rupture were surgical shock, 
abdominal tenderness, vaginal bleeding, and ab- 
dominal pain. Most of the traumatic ruptures were 
a consequence of attempts at version and extraction 
in cases of prolonged labor. Prompt operative treat- 
ment, together with transfusion of whole blood, is 
the treatment of choice. In the majority of in- 
stances, supracervical hysterectomy is indicated. 


Cancer of the Ovary 


In a review of sixty-seven cases of malignant ovarian 
tumors, Wheelock, Fennell, and Meigs found that 
the five-year survival rate was 28.4 per cent, an im- 
provement from 15.5 per cent in a series previously 
studied (New England J. Med., 245:447, 1951). 
The improvement was attributed to more aggressive 
surgical treatment plus the use of x-ray therapy for 
those cases in which the tumor was incompletely 
removed at operation. 

The authors emphasize that carcinoma of the 
ovary produces no characteristic early symptom. 
They believe that the only means of improving the 
survival rate is to carry out more complete and 
thorough examinations on apparently healthy 
women, as well as on those with symptoms. 
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Treatment of Spontaneous Pneumothorax 


As A RULE nontuberculous, spontaneous pneumo- 
thorax requires no special treatment. The course 
of the disease is benign and the patient makes a 
full recovery. However, according to Bernard and 
Meyer, cases in which there are relapses after short 
intervals or in which the pneumothorax becomes 
chronic require surgical treatment (Dis. of Chest, 
19:641, 1951). 

One method for preventing relapse entails the 
installation of talc in the pleural cavity in order 
to cause pleural symphysis. This procedure is fol- 
lowed by pleural effusion and a_ considerable 
amount of pain, but the eventual results are ex- 
cellent. In other cases, removal of cysts or resection 
of a portion of the lung when there are many 
cysts in it may be more desirable surgical proce- 
dures. When the visceral pleura becomes greatly 
thickened, decortication may be necessary. 


Delayed Neonatal Asphyxia 


IN soME cases the newborn infant develops respira- 
tory distress some time after delivery. This delayed 
respiratory distress is of an obstructive nature asso- 
ciated with tachypnea, dyspnea, cyanosis, and re- 
traction of the soft parts of the chest. It is an im- 
portant cause of death in the early neonatal period. 
Little, D'Andrea, and Mastrangelo emphasize that 
this syndrome is more likely to be seen after Cesare- 
an section than after delivery through the pelvis 
(Surg., Gynec. & Obst., 93:363, 1951). They be- 
lieve that the syndrome is caused by aspiration of 
amnionic fluid which has been regurgitated from 
the infant’s stomach. They recommend therefore, 
that gastric aspiration be done routinely after birth 
by Cesarean section. In their own hospital the rou- 
tine use of this technique has resulted in a signifi- 
cant lowering of the neonatal mortality. 


Treatment of Essential Dysmenorrhea 


Srupy of the problem of essential dysmenorrhea 
has been reported by Schuck on the basis of his ex- 
perience with 800 university students (Am. ]. Obst. 
& Gynec., 62:559, 1951). All individuals with 
pathologic or even dubious gynecologic findings 
were excluded from the program. Evaluation of the 
role of psychoneurosis demonstrated that this con- 
dition was neither typical nor even particularly 
frequent in the group. It was encountered no more 
often than in control individuals without dysmen- 


orrhea. A careful search for some physical factor 
that might account for the periodic pain reaction 
was fruitless. No single factor proved pathogno- 
monic. 

The influence of administration of estrogenic 
hormone was next evaluated. It was found that 
ethinyl estradiol was effective in preventing pain in 
about 60 per cent of the cases, when the drug was 
given in a dose of 0.05 mg. daily for ten to twelve 
days, beginning from the first day after the end of 
the preceding menstruation. No other medication 
had a comparable effectiveness, but the hormone 
had no influence upon the pain of the other 40 per 
cent of the patients. 

The contrast in the two groups of patients was 
so strong that Schuck was influenced to believe that 
there must be a physiologic difference which plays a 
role in the pain problem. Although the reason for 
the difference is still unknown, the author is now 
convinced that an important factor in the produc- 
tion of pain for some individuals with essential dys- 
menorrhea is the development of angiospasm of 
endometrial arteries. This idea is supported by the 
finding that vasodilating drugs often are effective 
in relieving the pain, whereas drugs which have 
a simple antispasmodic influence are seldom ef- 
fective. 


Endometriosis 


Javert believes that endometriosis can be ascribed 
to two main factors (Am. ]. Obst. & Gynec., 62:477, 
1951). The first is the tendency during procreative 
life for the benign endometrium to be in a con- 
stant normal state of flux, going through prolifera- 
tive secretory and menstrual phases at regular in- 
tervals. This normal growth process Javert calls 
cyclical homeoplasia. The process can lie dormant 
for many months, as in pregnancy, after which cy- 
clical homeoplasia is resumed. 

The second factor he believes to be a form of be- 
nign metastasis in which the misplaced endometrial 
tissue spreads by the same channels taken by endo- 
metrial carcinoma. In support of this idea he re- 
ports on the pathologic findings in 1,371 patients. 

The theory of benign metastasis for endometriosis 
explains the involvement of the myometrium as a 
form of direct extension either into the lymphatics 
or blood vessels. Direct extension may also take 
place into the endosalpinx forming a nidus of en- 
dometrium for the exfoliation of cells. Lesions on 
peritoneal surfaces may result from exfoliation and 
implantation of endometrial cells at menstruation, 
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during curettage, or from a nidus in the tube. In- 
volvement of lymph nodes and adjacent organs is 
mainly by lymphatic spread. Distant organs or sites 
may be involved by venous spread in the uterus and 
tubes with subsequent hematogenous metastasis. 
Secondary lesions from foci already established may 
follow similar channels. 


Androgen Therapy of Tension and Anxiety 


Accorpinc to Grace Newman, the administration 
of androgen sublingually is effective for relieving 
tension and anxiety in some women (Am. J]. Obst. 
& Gynec., 62:607, 1951). This type of therapy was 
found to be effective for the relief of tension and 
anxiety states in patients having hyperestrogenemia, 
as revealed by vaginal smears. It was also effective 
in combination with estrogen therapy in a similar 
group of patients with tension .and anxiety unre- 
lieved by estrogen therapy alone, when this estro- 
gen therapy has been used for relief of menopausal 
manifestations. 

The androgen was given in the form of sublin- 
gual tablets of 5 mg. size. One tablet a day was the 
usual dose, so that the total dose was seldom more 
than 150 mg. a month. In these amounts the an- 
drogen therapy does not cause significant toxic man- 
ifestations, including a masculinizing effect. 


Ileus Due to Hypopotassemia 


Porassium depletion may be an important con- 
tributing factor to the development of secondary 
paralytic ileus in postoperative and other patients, 
according to Gazes, Richardson, and Cotten (J. 
Lab. & Clin. Med., 37:902, 1951). In such cases 
the administration of isotonic potassium chloride 
solution intravenously often produces dramatic im- 
provement. The authors emphasize that potassium 
should be administered only if the serum-potassium 
level is known to be low, or the general picture is 
obviously that of hypopotassemia associated with 
paralytic ileus. 


Premenstrual Tension 


Accorpinc to Bickers and Woods, premenstrual 
tension is essentially a water toxemia, and intensity 
of symptoms varies with the amount of water re- 
tained (New England J]. Med., 245:453, 1951). 
Symptoms are related to abnormal retention of 
water, and may be expected to be severe when pre- 
menstrual weight gain exceeds five pounds. Al- 
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though the etiology of the disturbed water metabo- 
lism is unknown, a number of investigators had re- 
ported beneficial effect on premenstrual tension 
when retention of water can be blocked. 

Bickers and Woods found that ammonium chlo- 
ride plus salt restriction was partially effective for 
this purpose in some of the patients treated. How- 
ever, the administration of pyrilamine-8-bromo theo- 
phyllinate was greatly superior. The drug was given 
in a dose of 50 mg. three times a day, beginning 
ten days before menstruation. Medication was 
stopped at the first sign of menstruation. Sympto- 
matic relief closely paralleled the lesser weight gain 
during the treated cycles. The drug produced no 
permanent alteration of water metabolism, and 
clinical relief was obtained only during the period 
of treatment. 


Mixtures of NPH and Regular Insulin 


IN CERTAIN less easily controlled patients taking 
NPH insulin, a period of hyperglycemia may occur 
in the forenoon, in spite of a normal fasting blood 
sugar level. In these patients a dose of regular in- 
sulin should be given at the same time as the NPH 
insulin. There are obvious disadvantages to admin- 
istration of the two forms of insulin by separate 
injections. 

Stephens, Donaldson, and Marble have demon- 
strated that a mixture of NPH and regular insulin 
in the same syringe gives the same result as the in- 
jection of the two insulins separately (Arch. Int. 
Med., 88:356, 1951). 


Air Embolism 


Couen and his co-workers have recently recalled to 
our attention that there are two types of air em- 
bolism (Ann. Int. Med., 35:779, 1951). Arterial 
air embolism results from entrance of air into a pul- 
monary vein, passage through the left ventricle, and 
arrival at the systemic arteries, usually in the upper 
part of the body. A small amount of air can block 
an important artery completely, and this may be 
fatal if a cerebral or coronary vessel is involved. 
Entry into the cerebral circulation is common be- 
cause the head is higher than the aortic arch. Neu- 
rologic manifestations such as aphasia, blindness, 
hemiplegia, or convulsions may result. Examination 
of the retina may disclose air bubbles in the retinal 
arteries. This type of air embolism is usually a com- 
plication of artificial pneumothorax, thoracentesis, 
or thoracic surgery. It also occurs regularly as a part 
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of caisson disease. Treatment consists in lowering 
the patient’s head immediately in order to prevent 
any more air from reaching the brain. In addition, 
when shock is present, this must be treated ap- 
propriately. 

Venous air embolism may result from surgical 
operations in which large veins of the thorax, neck, 
chest, or brain are opened, from air injections, or 
from the accidental entrance of air into intravenous 
apparatus. If the quantity of air is sufficient, a 
typical chain of events follows. There is a sensation 
of bubbling in the left chest, in the region overlying 
the pulmonary conus. The presence of air in the 
right ventricle produces a churning sound known 
as a “mill-wheel murmur.” Trapping of air in the 
right ventricle causes obstruction to the entry of 
blood. Elevation of venous pressure and cyanosis 
and syncope follow. Some of the air may pass 
through the right side of the heart into the lungs 
where it may cause embolism of the smaller arteries, 
with resultant dyspnea, hyperpnea, and tachypnea. 
Occasionally, air which has entered the veins may 
cross the pulmonary capillary bed and reach the 
arteries of the systemic circuit. Also, occasionally, 
air which enters veins communicating with the ver- 
tebral venous plexus may migrate upward to the 
intracranial sinuses where it may obstruct some of 
the veins which drain cortical areas. 

Treatment of the usual type of venous air em- 
bolism consists principally of putting the patient 
in the left lateral position which favors the dis- 
placement of the air-trap in the right ventricle. 
Ventricular puncture and aspiration of air have 


been reported. 


Atherosclerosis 


Tue serum cholesterol level is not significantly in- 
fluenced by variations in the cholesterol intake. It 
is, therefore, doubtful whether low-cholesterol diets 
in current use for the prevention of atherosclerosis 
have any effect in lowering the serum cholesterol. 
Recent studies suggest that the size and physical 
state of the lipid molecules may have greater etio- 
logic significance than the serum concentration of 
cholesterol and perhaps of other lipids. A group of 
men and women were placed on a low-fat, low- 
cholesterol diet and showed consistent trends to 
lower concentrations of the cholesterol and lipid 
molecules of the type found in patients with athero- 
sclerosis. Blumgart discusses these factors and others 
which may affect the development and _ localiza- 
tion of atherosclerosis (Am. ]. Med., 11:271, 1951). 


Abdominal Pregnancy 


From their review of nineteen cases of abdominal 
pregnancy, Cross, Lester, and McCain conclude 
that the diagnosis of this condition can be facilitated 
by arrangement of the diagnostic studies in an or- 
derly fashion (Am. J. Obst. & Gynec., 62:303, 
1951). They present a simple yet complete outline 
for this purpose as follows: 

(1) For any woman in the childbearing age with 
an abdominal mass: is this patient pregnant? (2) In 
pregnant women with abdominal or pelvic com- 
plaints or findings unusual for pregnancy: is there 
any other mass in addition to the normal uterus? 
(3) In pregnant patients with masses other than 
the uterus: is pregnancy within the uterus? (4) For 
pregnant patients with missed abortions or missed 
labors: is this pregnancy within the uterus? 


Anticoagulant Therapy in Heart Failure 


ANOTHER evaluation of the routine use of anticoag- 
ulant therapy in patients with congestive heart fail- 
ure is reported by Levinson and Griffith (Circula- 
tion, 4:416, 1951). The results in general agree 
with the reports of similar investigations previously 
conducted by other authors. The incidence of fatal 
thromboembolic complications is radically reduced 
in patients who receive anticoagulant therapy, and 
there is a consequent reduction in mortality. In the 
present study, patients with rheumatic heart disease 
were particularly benefited by anticoagulant ther- 


apy. 


Quinidine for Auricular Fibrillation 


Resutts of quinidine therapy in 101 cases of estab- 
lished auricular fibrillation are reported by Gold- 
man (Am. J. M. Sc., 222:382, 1951). The drug 
was given for two purposes: one, with a view to re- 
ducing the incidence of embolic phenomena, and 
two, for improvement of cardiac function. In this 
latter connection, it is noteworthy that 10 of the 
80 patients with congestive heart failure were defi- 
nitely improved both subjectively and objectively 
following conversion of the auricular fibrillation to 
normal rhythm. 

In all, 82 per cent of the cases were successfully 
converted from auricular fibrillation to sinus rhythm. 
The incidence of successful conversions was higher 
in patients with degenerative types of heart disease 
than in patients with rheumatic heart disease. Pa- 
tients who had recently had an embolic incident 


GP © Volume V, Number 1 


J 
2 
‘ 
| 7 
| 
| 
| 


were given anticoagulant therapy for two weeks 
prior to administration of quinidine, in order to 
minimize the risk of another episode of embolism 
at the time of conversion to normal rhythm. Quin- 
idine therapy was usually begun in a dosage of 0.2 
Gm. four times daily. If conversion did not occur 
on this dosage after three days, the dose was raised 
to 0.4 Gm. four times daily for three days, and then, 
if necessary, to 0.6 Gm., 0.8 Gm., 1 Gm., and 1.2 
Gm. four times daily, each dose being maintained 
for at least three days. As a rule, a total daily dose 
of 6 Gm. was not exceeded, but in a few patients a 
total of 7.2 Gm. was given. 

The amount of quinidine necessary to maintain 
normal rhythm in those patients in whom a suc- 
cessful conversion was accomplished varied a good 
deal. In general, however, when the rate was con- 
verted to normal with a dose of 0.4 Gm. four times 
daily, the normal rhythm could be maintained satis- 
factorily on 0.2 Gm. four times daily. When a dose 
of 0.6 to 0.8 Gm. four times daily was necessary for 
conversion, a maintenance dose of 0.4 Gm. four 
times daily was usually needed. 

Goldman found no case in which the administra- 
tion of quinidine was absolutely contraindicated. In 
his opinion cardiomegaly. congestive heart failure, 
administration of digitalis, and bundle branch block 
are definitely not contraindications to the use of the 
drug. The appearance of toxic effects of quinidine 
in an individual case (fall in blood pressure, elec- 
trocardiographic abnormalities) is not a contraindi- 
cation to the use of the drug in that patient. It is 
merely an indication that too high a dose had 
been given. After the toxic manifestation has dis- 
appeared, the administration of quinidine in smaller 


doses may produce the desired effect. 


ACTH and Wound Healing 


Tue influence of ACTH and Cortisone on wound 
healing has been reinvestigated experimentally and 
clinically by Cole and his co-workers (Surg., Gynec. 
& Obst., 93:321, 1951). The effect of these hor- 
mones on collagen has suggested that they may 
exert a significant effect on tissues engaged in 
reparative processes. Indeed prior investigations 
have indicated that the rate of healing of open 
wounds is slowed in patients receiving Cortisone or 
ACTH. The authors of the present report have 
studied the influence of Cortisone on healing of 
wounds, aseptically produced and healing by pri- 
mary union. They found that clinical dosages have 
little if any effect on the healing of such wounds. 
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Cytologic Diagnosis of Lung Cancer 


NINETY PER CENT of patients with bronchiogenic 
carcinoma will be found to have cancer cells in 
their sputum, if five or more specimens are exam- 
ined. At the same time, only two false-positive di- 
agnoses were made by Farber in the last 1,600 pa- 
tients studied (Dis. of Chest, 20:237, 1951). 

In a patient with carcinoma arising in a periph- 
eral bronchus, bronchoscopic diagnosis is not to be 
expected. However, a positive cytologic diagnosis 
was made in thirty-six of sixty patients (60 per 
cent) with such peripheral lesions. The authors 
urge the use of cytologic techniques when cancer 
of the lung is suspected; when suspicious chest le- 
sions are detected by routine chest x-ray film sur- 
veys; and when patients with any pathologic chest 
condition (whether cancer is suspected or not) are 
studied. Earlier diagnosis is to be expected by the 
use of this cytologic method, providing an adequate 
number of specimens is examined by an experienced 


cytologist. 


Mistaken Diagnosis of Tuberculosis 


ALTHOUGH a positive sputum or gastric washing has 
been obtained, the diagnosis of pulmonary tuber- 
culosis may not be established. Steinberg studied 
twenty-nine patients who at some time in their 
hospitalization had one or more positive bacterio- 
logic reports for acid-fast bacilli, but in whom the 
diagnosis of tuberculosis could not be confirmed 
(Dis. of Chest, 20:277, 1951). 

Three principal sources of false-positive bacterio- 
logic examinations for the tubercle bacillus were 
found. Of greatest importance were the acid-fast 
saprophytes which are widely distributed in nature, 
being easily recoverable from soil, fresh vegetables, 
tap water, the human mouth, and excreta. Guinea 
pig inoculation with these acid-fast saprophytes does 
not result in the progressive generalized fatal tuber- 
culosis of the tubercle bacillus. The second source 
of false positives was due to cross-contamination and 
faulty technique of the bacteriology technicians. 
The third source was due to inadequate training or 
experience of a technician, resulting in reporting 
of acid-fast bacilli when the organism viewed be- 
longs to some other category. 

When a report shows acid-fast organisms, a 
thorough review should be made of the history, 
physical examination, x-rays, and other laboratory 
findings. If there is no good direct or deductive evi- 
dence of tuberculosis, further diagnostic procedures 
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are indicated. Serial x-rays should be evaluated, for 
pulmonary tuberculosis rarely resolves rapidly from 
week to week. Repeated sputum smears and cul- 
tures, gastric cultures, and guinea pig inoculations 
should be performed. A negative tuberculin test 
almost always excludes the likelihood of tubercu- 
losis. Bronchoscopy and bronchography may be nec- 
essary before final evaluation. 


Atelectasis from Bronchial Tuberculosis 


Accorp1nc to Cohen, atelectasis of the right middle 
lobe is part of a syndrome typical of reactivation of 
tuberculosis in the hilar lymph nodes of adults 
CAnn. Int. Med., 35:820, 1951). The bronchus of 
the right middle lobe is involved more often than 
other bronchi because it is more densely surrounded 
by lymph nodes and has a relatively small caliber. 
The diseased lymph nodes erode through the bron- 
chial wall or compress it with varying rapidity. In 
older patients Cover 60 years of age), perforation 
into the bronchus develops more gradually and the 
opportunity is greater for healing reactions to ap- 
pear. Conversely, spread of the infection beyond 
the site of involvement is less frequent. Therefore, 
the condition often progresses to a point of com- 
plete bronchial obstruction without much in the 
way of a systemic reaction to the tuberculosis. Under 
these conditions the most prominent manifestation 
of the disease may consist of the finding of atelec- 
tasis of the right middle lobe. 

The need for differentiation of this syndrome 
from bronchiogenic carcinoma is obvious. Although 
other methods may be inadequate, bronchoscopic 
examination usually settles the diagnosis. In view 
of the fact that this syndrome is seen mainly in 
elderly patients, conservative therapy is more com- 
monly employed. The development of suppuration 
in the atelectatic lobe would constitute an indica- 
tion for surgical treatment. Fortunately, such sup- 
puration is rare. 


Pitressin Tannate for Diabetes Insipidus 


Pirressin Tannate is an insoluble complex of 
Pitressin and tannic acid, possessing certain advan- 
tages over water-soluble posterior lobe extracts for 
the treatment of diabetes insipidus. The chief ad: 
vantage is a longer duration of action, so that in- 
jections for control of the disorder may be as in- 
frequent as every four days. In spite of these ad- 
vantages, reports from physicians and self-treated 
patients have revealed variations in the action of 


Pitressin Tannate which were not associated with 
changing status of the diabetes nor with varying 
amounts of antidiuretic hormone in the prepara- 
tions. 

By studying various lots of Pitressin Tannate, 
Wilson and McGinty have shown that differences 
in duration of action of Pitressin Tannate depend 
mainly upon the firmness of the Pitressin-tannic 
acid binding rather than the actual antidiuretic hor- 
mone content (J. Clin. Endocrinol., 11:963, 1951). 
Lots of the drug in which the duration of anti- 
diuretic effect is relatively short are those in which 
the Pitressin is released too readily from its tan- 
nate binding. Once released, the effective life of the 
Pitressin is short. The authors also have established 
that the depot action of Pitressin Tannate is en- 
hanced materially by use of oily vehicles. Castor oil 
is somewhat superior to peanut oil in this regard. 


ACTH and Cortisone in Emphysema 


In patiENts with chronic obstructive emphysema 
having evidence of bronchiolar obstruction, the use 
of ACTH and Cortisone resulted in subjective and 
objective improvement. Lukes noted that these hor- 
mones exerted a sustained bronchodilating action; 
all the patients experiencing improvement in dysp- 
nea, cough, and sputum production, associated with 
clearing of rhonchi and wheezes (Am. Rev. Tuberc., 
62:279, 1951). Increase in the vital capacity par- 
alleled the subjective response. The improvement 
began as early as the second day and was maximal 
by the seventh day. When the response was excel- 
lent, long-term hormone administration was con- 
tinued on an outpatient basis. 


Fate of Transfused Leukocytes 


Ir 1s well known that depletion of the number of 
red blood cells can be effectively corrected by trans- 
fusion of blood. Conditions characterized by severe 
leukopenia, in which an increase in the number of 
circulating leukocytes would be desirable, do jot 
show a significant change in leukocyte count fol- 
lowing blood transfusions. The investigations of 
Weisberger and co-workers, and of Bierman et al., 
indicate that the failure of whole blood transfusions 
to raise the leukocyte count in a manner analogous 
to raising the erythrocyte cell count in patients with 
anemia is due to a selective action of the lungs in 
removing transfused white blood cells following in- 
travenous or intra-arterial administration (Blood, 


6:916, 1951; ibid., 6:926, 1951). 
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Rh Sensitization 


A series of careful studies of the problem of Rh 
sensitization during pregnancy have been reported 
by Wiener, Nappi, and Gordon (Blood, 6:522, 789, 
and 799, 1951). They have demonstrated that a 
definite rise in the antibody titer of a sensitized Rh- 
negative woman during pregnancy can occur only 
following a leakage of Rh-positive blood from the 
fetus into her circulation. Such leakage is likely to 
occur antenatally in about one out of three or four 
pregnancies. The incidence is about the same for 
leakage occurring during delivery. 

In order for Rh sensitization to result, an Rh- 
negative individual must have received Rh- 
positive blood by the parenteral route on at least 
two occasions. The first injection acts as a primer 
and then, after a latent period of about three or 
four months, the individual may be ready to pro- 
duce antibodies in response to a second injection. 
When an Rh-negative expectant mother has re- 
ceived a previous injection of Rh-positive blood, she 
is already primed. The chances for this kind of 
woman to become sensitized during her first preg- 
nancy and to produce an erythroblastotic baby are 
about one in twelve or thirteen. On the other hand, 
the chances are quite small for the primipara who 
has never received an injection of Rh-positive blood. 
The reason for this is that it would be necessary for 
fetal blood to leak into the maternal circulation on 
at least two occasions antenatally and at an interval 
of at least three or four months. 

A woman who has never received an injection of 
blood, but has a baby and is pregnant for the sec- 
ond time, can be calculated to have about one 
chance in twenty of producing an erythroblastotic 
baby in the second pregnancy. Once the individual 
has become sensitized to the Rh factor, the prob- 
lems referable to such sensitization never disappear. 
The antibodies persist in the body for the remain- 
der of life. 


Operative Cholangiography 


WHEN only clinical indications for explorations of 
the common bile duct are used, about 50 per cent 
of explorations are unnecessary and perhaps even 
harmful, according to Mixter, Hermanson, and 
Segel (Ann. Surg., 134:346, 1951). In addition, 
even with common duct exploration, stones, stric- 
tures, and anatomic variations are not infrequently 
overlooked. The authors believe that operative 
cholangiography is the solution to this problem. 
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They describe a technique for injection of Diodrast 
into the common bile duct during gallbladder sur- 
gery. X-ray pictures are immediately taken and are 
brought to the operating room to be read by the 
radiologist and the surgeon. 

The authors have now used this procedure in 406 
cases. In 107 instances, there were one or more 
generally accepted clinical indications for explora- 
tion of the common bile duct, but this was avoided 
on the basis of a normal cholangiogram. Operative 
cholangiography can thus lower the incidence of un- 
necessary common duct explorations, thereby in- 
creasing the safety of biliary surgery. In addition, 
the cholangiogram may sometimes lead to detection 
of a common duct stone which might otherwise 
have been overlooked. 


Antibiotic Antagonism 


Jawetz and co-workers have reported again on anti- 
biotic antagonism, this time after studying the effect 
of aureomycin, chloramphenicol, and terramycin 
upon the action of streptomycin (Am. J. M. Sc., 
222:404, 1951). The authors believe that the anti- 
biotics can be placed in two main groups: (1) bac- 
tericidal agents such as penicillin, streptomycin, and 
perhaps bacitracin, and (2) bacteriostatic agents— 
aureomycin, chloramphenicol, and terramycin. 
Drugs of the second group may interfere with the 
action of drugs in the first group, whereas the 
agents of the first group appear to be synergistic 
with each other. 

In the present study, which concerned the in- 
fluence of drugs in the second group with the action 
of streptomycin, it was found that the antagonism 
of chloramphenicol for streptomycin is of sufficient 
magnitude to cause concern, at least until further 
experimentation and clinical experience can demon- 
strate that this antagonism is not of clinical im- 
portance. 


Splanchnicectomy for Hypertension 


Hooster and co-workers have studied the effect on 
blood pressure and clinical status of 338 hyperten- 
sives who underwent bilateral removal at one stage 
of the greater and lesser splanchnic nerves and 
lower thoracic sympathetic ganglions (Circulation, 
4:173, 1951). The course of events in these pa- 
tients during a long-term follow-up period was com- 
pared with the course of 79 similar patients who 
were not treated surgically. The authors believe that 
a period of one year must elapse following surgical 
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treatment of hypertension before one may predict 
whether or not the results are good. 

The patients operated on showed a median blood 
pressure reduction of 16 mm., as compared with a 
median alteration of zero in the control group. 
Periods of observation beyond one year did not sig- 
nificantly alter the appraisal of results. Best results 
from this type of surgical treatment are likely to be 
found in patients with higher initial blood pres- 
sures in whom there is no vascular complication of 
hypertension. This fact has some value in estimat- 
ing what to expect from the operation in a given 
case. No preoperative test was of predictive value. 
Patients with an elevated nonprotein nitrogen due 
to poor renal function were found to have such a 
high mortality rate and such poor postoperative re- 
sults as not to justify surgery. Comparison of the 
results obtained with the surgical procedure re- 
ported by these authors with those obtained from 
more extensive operations, indicates that extension 
of sympathectomy improves the postoperative re- 
sults as far as the blood pressure is concerned. 


Chloramphenicol for Typhoid Fever 


CHLORAMPHENICOL is a powerful suppressive agent 
for typhoid fever but is not directly curative in all 
cases, according to Matteucci, Schimmel, and Boger 
(Am. ]. M. Sc., 222:446, 1951). These investigators 
emphasize that when chloramphenicol is used briefly 
for the treatment of typhoid fever, the disease 
improves dramatically but relapse is very common. 
This is explained by the fact that chloramphenicol 
is a bacteriostatic agent and that, when suppression 
therapy is employed, it is essential that the suppres- 
sive agent be used for a sufficiently long time. They 
recommend, therefore, that total duration of treat- 
ment should probably coincide with the accepted 
average duration of unmodified typhoid fever if the 
best results are to be obtained. 


The Exercise Electrocardiogram 


A LarcE O wave in lead III may occur in the elec- 
trocardiogram of patients having a normal heart, 
and represent rotation of the heart to the left by an 
elevated diaphragm. This may be present in hyper- 
sthenic individuals or in conditions producing ab- 
dominal distention. The size of the Q, becomes 
larger during expiration and smaller during inspi- 
ration. A large Q, may also be a manifestation of 
coronary arteriosclerosis, chronic hypertensive heart 
disease, or chronic valvular disease, representing in 


these instances abnormality of the myocardium. It 
may also be the only residual electrocardiographic 
sign of an old posterior myocardial infarction. 

Exercise tests of cardiac function have been de- 
vised for the detection of coronary artery insufhci- 
ency by utilizing the electrocardiogram. After stan- 
dard exercise using the Master “two-step” tests, a 
positive exercise electrocardiogram consists of an 
RS-T segment depression of at least 1 mm. in lead 
I, or 1.5 mm. in lead II, or 2 mm. in lead III; or a 
T wave that becomes isoelectric, inverted, or 
changed in direction. Shaffer and Chapman believe 
that a positive exercise electrocardiogram is fairly 
reliable evidence of coronary artery insufficiency in 
patients with no other alteration than a large Q, 
in the routine electrocardiogram (Am. J]. Med., 
11:26, 1951. 


Hypertension in Mitral Stenosis 


In a study of 517 patients with mitral stenosis of all 
age groups and both sexes, Roseman and Wasser- 
man found that the incidence of hypertension in 
mitral stenosis is not greater than that occurring in 
the general hospital population (New England J. 
Med., 245:450, 1951). 


Sodium Amytal in Hypertension 


Tue administration of sodium amytal has enjoyed 
some popularity as a test for prediction of the effect 
of sympathectomy in the treatment of hypertension. 
During the period of sleep induced by this drug, 
some patients with hypertension are known to de- 
velop a considerable lowering of blood pressure. 
Some investigators have assumed that this hypo- 
tensive influence is a consequence of a vasodilating 
action of the drug. 

In a carefully controiled experiment with normal 
and hypertensive humans, Winchell, Taylor, and 
Chapman have exposed the inaccuracy of this as- 
sumption (Circulation, 4:229, 1951). They found 
that sodium amytal narcosis provokes an increase 
in peripheral resistance (vasoconstriction) and a 
diminution in cardiac output as a result of decrease 
in stroke volume. When the latter factor predomi- 
nated, the blood pressure tended to fall. There was, 
therefore, no support whatever for the amytal test 
as a means for measuring the ability of the periph- 
eral arterioles to relax. The theoretic basis for the 
amytal test as a means for selecting candidates for 
sympathectomy seems to be highly dubious, if not 
invalid. 
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Best Type of Shoe for Infants 


Q. What is the best type of shoe for a child to wear when 
first beginning weight-bearing and learning to walk? Some rec- 
ommend a stiff, hard-soled shoe, others a soft, flexible type. 


A. The shoes which a child wears when first be- 
ginning weight-bearing and learning to walk must 
be long enough, have adequate toe room, and a 
straight inner line. If these three requisites are met, 
it makes very little difference whether the soles are 
stiff or soft and whether the shoes are high or low. 
Many people think that, since children usually 
walk on hard surfaces rather than on somewhat 
springy ground, hard, stiff soles which give support 
to the foot are to be preferred. Others think that 
the soft, flexible sole which allows the child to use 
all the muscles of his foot to greater advantage are 
better for walking, even on hard surfaces. I believe 
there is no proof for either point of view, and that 
it is merely a matter of opinion. Low shoes have 
the disadvantage that pebbles and small sticks often 
get inside them and that there may be more rub- 
bing of the heel, particularly in those children who 
have wide toes and narrow heels. 


Mycotic Otitis Externa 


Q. What can be used locally for good results in treating mycotic 
otitis externa, and to prevent its recurrence? 

A. The first step in treating a fungus infection 
of the ear canal is a thorough cleansing of the canal 
and surface of the eardrum; only in this manner 
will medication become effective. A thorough syr- 
inging with warm water is the best method of 
cleaning the ear canal, as the use of an instrument 
is so frequently painful. Following this, have your 
patient assume a recumbent position and fill the 
ear canal with a saturated solution of boric acid and 
alcohol, leaving the solution in the canal for ten or 
fifteen minutes; then repeating this procedure on 
the other ear. Should the solution be painful, it may 
be necessary to reduce the strength of the alcohol. 
The syringing of the ear canal can only be done 
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eficiently by a physician or under his direction; 
this most likely will require several visits to the 
physician’s office. The medication should be in- 
stilled once daily by the patient until the ear is 
comfortable and the canal is clean. 

It is not uncommon for a thin watery discharge 
to accompany the pain and itching in these cases. 
After cleaning the ear canal, painting the surface 
of the canal with a 10 per cent solution of silver 
nitrate is a very efficient treatment, being careful 
not to get the silver nitrate on the eardrum. This 
is to be followed by the alcohol treatment described 
above. 


Treatment of Painful Heels 


Q. What is the best treatment for painful heels, anterior surface 
of the os calcis, with essentially negative x-ray findings, in 
middle-aged and elderly people? 


A. Painful heels with no x-ray evidence of spur 
formation can often be explained on the basis of a 
hyperostosis or thickening of the outer layer of 
bone on the weight-bearing surface of the os calcis. 
Such a condition would be secondary to some type 
of mechanical or chemical irritation. The chemical 
irritation would be associated with poor circulation, 
such as varicose veins. Back pressure in the veins of 
the lower extremity over a long enough period of 
time will produce changes in pH in the tissues and 
in the blood, with resultant thickening of the cor- 
tex of the bones, similar to what is seen in osteo- 
arthropathy due to pulmonary pathology. If this 
type of thickening is absent, one should consider 
the possibility of bursitis. 

In the absence of abnormal x-ray findings, such 
as mentioned above, treatment should be attempted 
with small doses of x-ray given with the proper 
filters and at the proper distance to be able to ad- 
minister 150 roentgen units without any danger to 
the skin surfaces themselves. This type of treatment 
repeated three or four times is often spectacularly 
successful in relieving the pain in heels in which 
there are no objective findings. 
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Treatment After Amputation of Penis 


Q. Following amputation of the penis for penile carcinoma, 
which is better treatment: 1) re | of the inguinal and fe- 
moral nodes, 2) x-ray therapy. When surgical removal causes 
a breakdown and slough, what is the best form of treatment 
to clear this condition? 


A. The method of treatment of cancer of the 
penis carried out in most urologic clinics in this 
country is amputation at least one inch proximal to 
the margin of the growth, and excision of inguinal 
and femoral glands and also the glands along the 
iliac artery as far as technically possible. The opera- 
tion is best carried out in one stage. Commencing 
the dissection of the inguinal glands on each side, the 
mass of glands is carried down to the base of the 
penis including the skin and lymphatics on the dor- 
sum of the penis to the site of amputation. Some op- 
erators prefer, however, to carry out the amputation 
first and the bilateral gland dissection at a later 
stage. Simple amputation without removal of the 
glands is reserved for those cases in which the neo- 
plasm is limited in extent and involves only the 
glans, and in which biopsy shows the growth to be 
of low-grade malignancy. Although the flaps may 
slough to some extent after radical excision and de- 
lay convalescence, it is generally felt that this 
should not be a contraindication to the possibility of 
removing metastatic glands. 

Deep x-ray therapy, either postoperative or preop- 
erative, is generally considered to be useless, as the 
squamous carcinoma, which is usually present, is 
radio-resistant. 


Deformities in a Young Boy 


Q. What should be done for a boy of 15 who has developed 
the following defects during the past six months: (1) Depression 
of all ribs on left chest making ,their manubrial attachments 
prominent. They are definitely flat. The area under the breast 
is not so noticeable but is as real as the lower rib cage. 
(2) Rounded back (upper) in both planes. Shoulder blades project 
greatly. (3) Lordosis. The patient is athletic and in good health. 


A. The condition described is produced by a dis- 
turbance of enchondral growth and ossification of 
the vertebral bodies. This disease is to the spine 
what Legg-Calve-Perthe’s disease is to the hip. It is 
pathologically similar to epiphyseal displacement of 
the capital epiphysis of the femur, or Osgood- 
Schlatter’s disease of the tibial tubercle. 

When this condition occurs in the spine, it is 
sometimes spoken of as “epiphysitis dorsalis juve- 
nilis.” Epiphysitis is not entirely a correct term. 
There is no evidence of infection or even of in- 


flammation. This is probably a deficiency disease 
and affects for the most part those bones which 
bear considerable weight, and stress and strain of 
muscular activity. In the spine it produces wedging 
of the vertebrae, with the anterior height of the 
vertebral bodies less than the posterior height. As a 
result of wedging of several or sometimes all of the 
throracic vertebrae, the back becomes markedly 
rounded. 

The disease does not affect the general health of 
the patient. If the condition is recognized early, the 
patient may be helped by wearing a brace which 
pulls the shoulders back and maintains a straighter 
spine. Exercises planned primarily to strengthen 
the muscles of the back are also important. The 
changes in the ribs are largely secondary to the 
deformity of the spine. However, enchondral bone 
formation at the manubrial attachments of the ribs 
may also be pathologic and similar to that in the 
vertebral bodies. No treatment for this condition 
has been successful in either checking the process 
or entirely eliminating deformity. Fortunately, the 
disease is self-limited, and when skeletal growth 
has been completed, there will be no further in- 
crease in the spinal curvature or chest deformity. 


Sedimentation Rate in Pregnancy 


Q. What is the significance of the rapid sedimentation rate in 
pregnant women? 


A. During pregnancy, the sedimentation rate is 
increased out of proportion to the moderate degree 
of anemia which usually develops. The exact cause 
is not clear. The increased sedimentation rate does 
not imply the presence of associated disease. It was, 
as a matter of fact, while searching for an early test 
of pregnancy, that Fahraeus discovered that the 
sedimentation rate is increased during pregnancy. 
Fortunately, he explored further and found that the 
sedimentation rate is increased under a variety of 
other circumstances, and never did propose this as 
a test of pregnancy. 


Cortisone in Acute Status Asthmaticus 


Q. What is the present status of Cortisone in acute status asth- 
maticus? 


A. There is increasing evidence that Cortisone 
operates in allergic phenomena by blocking the 
basic antigen-antibody mechanism. Its effect in 
status asthmaticus is somewhat inconsistent. Some 
cases are remarkably helped, and others appear re- 
fractory to this method of treatment. 


GP @ Volume V, Number 1 


‘ 
| 
' 
4 
: 
: 
: 
82 


Charcot’s Knee 


Q. What is the accepted treatment for Charcot’s knee? A male 
patient, age 40, has had one Charcot’s knee for many years. 
Antiluetic treatment has been instituted. Blood Wassermann is 
negative now; spinal fluid to be rechecked. Now patient de- 
velops the same symptoms in the other knee after semilunar 
cartilage injury. Is more antiluetic treatment indicated? If so, 
what? 

A. Management of the Charcot joint is largely 
an orthopedic and physical medical problem. This 
type of arthritis is neurotropic in nature and charac- 
terized by progressive and marked joint destruction 
with relatively little pain. The specific orthopedic 
measures indicated would depend largely on the 
degree of joint destruction and abnormal body me- 
chanics resulting from the involvement of one or 
both knees. Marked instability of the knees may 
require bracing, ranging from a small knee cage to 
a long-legged caliper brace, depending upon the 
degree of joint destruction present. 

Physical therapy in the form of graded strength- 
ening exercises, using graded resistance for improv- 
ing the strength of the supporting muscles of the 
knee and hip, as well as general conditioning and 
postural exercises are of value in maintaining or 
improving normal body ‘alignment. 

Antiluetic therapy probably will have no effect 
on the degenerative changes which already have 
taken place within the joint, but if the spinal fluid 
serology remains positive, another course of anti- 
luetic therapy may be indicated. 


Ventral Suspension 


Q. In our hospital group there has been considerable discus- 
sion about the value of ventral suspension in retroversion of 
the uterus. It is stated that this type of surgery was obsolete 
and unnecessary. Would you comment as to the advisability of 
ventral suspension in severe retroversion of the uterus. 


A. The finding of even a marked retroversion of 
the uterus is certainly not per se an indication for 
any type of suspension. As for ventral suspension, 
the term which the correspondent probably thought- 
lessly used, this could be properly designated as ob- 
solete, as it refers to the operation devised by the 
late Dr. Howard A. Kelly, more than a half cen- 
tury ago, for actually suturing the uterine fundus 
to the parietal peritoneum. It was abandoned many 
years ago, because of its frequent inefficiency and 
the considerable hazard of intestinal obstruction by 
the elongated uteroperitoneal adhesions which so 
often developed. 


To say that suspension is never indicated would 
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be silly, because a minority of retrodisplacements, 
especially those of the acquired type in which the 
uterus is congested and perhaps subinvoluted, and 
in which there are definite symptoms which, by the 
preliminary trial of pessary treatment, are clearly 
attributable to the displacement, surgical treatment 
is justified. A common abuse of the operation is in 
the treatment of backache, which is far more often 
due to trouble in the back itself than in the pelvis. 
There are occasional valid individual indications of 
other types, but the fact still remains that the great 
majority of retroversions, and certainly those of con- 
genital type, do not call for operation. 

In a former day, the daily operating schedule of 
most large hospitals rarely failed to include one or 
more listings of “suspension and appendectomy.” 
Any surgeon who posts many of these operations 
nowadays is pretty sure to be doing most of them 
unnecessarily. 


ACTH and Hyperthyroidism 


Q. Two patients who received ACTH in moderate dosages for 
10 and 14 days, respectively, developed signs of hyperthyroid- 
ism with BMR + 24 and -+ 36. After 10 weeks and 14 weeks, 
this returned to normal spontaneously. Could the hyperthyroid 
condition have been caused by the ACTH? 


A. During the early days following its introduc- 
tion, when ACTH was heralded as a “cure-all,” 
Thorn and his co-workers at Harvard claimed that 
ACTH induced a remission in Graves’ disease with 
a reduction in the basal metabolic rate and other 
manifestations of this disorder. This claim, however, 
has not been substantiated by further experience. 

An explanation for the increased BMR may be 
the fact that the preparation of ACTH used con- 
tained sufficient thyrotropic hormone as an impu- 
rity. The latter would induce temporarily signs of 
hyperthyroidism. ACTH has not been reported as 


a cause of such a manifestation. 


Hormone Creams for Baldness 


Q. What is the present status of hormone creams or ointments 
in the treatment of baldness? Is there any treatment of value? 

A. There is no virtue in hormone creams, in the 
opinion of this consultant. For premature or senile 
baldness, there is no known effective treatment. For 
symptomatic baldness, treatment may be quite ef- 
fective, depending, of course, on the cause. For ex- 
ample, diffuse alopecia in young women may be 
due to hypoproteinemia, and in older women to iron 
deficiency. 
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Bowel Infestation 


Q. A female patient, 87 years old, has severe anemia: 7.8 Gm. 
Hb and 2.8 RBC. She has a bowel infestation of flagellate Chil- 
omastix mesnili. What is the best treatment for this infection? Is 
it possibly the cause of her anemia? 


A. This parasite is not uncommon in the gastro- 
intestinal tract of man, and the consensus is that it 
is a harmless saprophyte. 

It is frequently found in association with Enda- 
moeba histolytica and it is important to be certain 
that this infection is not present. It is not infre- 
quently found in liquid stools due to other causes. 

Little is known concerning the treatment or erad- 
ication of the parasite since it is generally consid- 
ered saprophytic. Atabrine in the usual dose might 
be tried. 

If the anemia is due to bleeding from the bowel, 
a positive test for blood in the stool should be ob- 
tained after the patient has been maintained on a 
meat-free diet for three days. 

Gastrointestinal cancer, amebiasis, and diverticuli 
should be excluded before this parasite is accepted 
as the cause of the anemia. 


Aureomycin and the Icterus Index 


Q. Will aureomycin, due to its color in the plasma, influence 
the icterus index, causing an abnormally high reading? 


A. Doses of 500 mg., 4 times a day have prac- 
tically no effect on the icterus index reading. There 
is an interesting report in the recent literature point- 
ing out that doses of more than 2 Gm. in 24 hours 
are likely to have a deleterious effect upon the liver, 
so that actual jaundice occurs which is reversible 
if the aureomycin is discontinued. For this phase of 
the effect of aureomycin on the icterus index, see 
Lepper et al., Arch. Int. Med., 88:271, September, 
1951. 


Immunization Injections and Polio 


Q. Does immunization for pertussis, diphtheria, and tetanus in- 
crease susceptibility to polio? Both The New York Times and 
Farm Journal have been quoted as saying that it does. 


A. There seems to be suggestive evidence that 
any procedure in which the skin is punctured may 
localize a paralysis in a subsequent attack of polio- 
myelitis that comes within a few weeks. This evi- 
dence is by no means completely convincing. Al- 
though it is difficult to evaluate the data, they 
should alert the medical profession to the possibility 
of a danger of injections during epidemics, even 


though it may prove to be an unnecessary worry. 
There is little evidence that the risk is great enough 
to justify deferring procedures which are essential, 
but possibly elective procedures should be discour- 
aged during the height of poliomyelitis epidemic 


until we know more about this matter. 


Intolerance for Sedative Medication 


Q. | have a patient who is unable to retain any orally taken 
analgesic or sedative medication. This condition began while 
she had severe neuritis of the greater and lesser occipital nerves, 
requiring surgical division. Can you explain and offer any treat- 
ment? 


A. It is inconceivable that any organic basis exists 
for a patient’s inability to retain any analgesic or 
sedative medication. Such intolerance might exist 
for a given irritant drug but would certainly not be 
general. 

In view of the patient's past history—the fact that 
she required surgical division of the occipital nerves 
—it is probable that her present reactions to medica- 
tions are based on a psychogenically induced revul- 
sion. This could be proved by giving her some in- 
nocuous material, such as starch, as a placebo and 
noting if her reactions to this, under the impression 
that it is analgesic or sedative medication, are sim- 
ilar to symptoms which she is manifesting as a reac- 
tion to these drugs. 


Potassium lodide in Asthma 


Q. A 32-year-old white female with moderately severe asthma 
has not responded to specific therapy but is relieved as long as 
she takes 20 drops of saturated solution of potassium iodide 
t.i.d. Will any ill effect result from keeping this up indefinitely? 


A. Iodides are generally more efficacious when 
the patient is well hydrated. The dose should be re- 
duced abruptly to 5 minims t.i.d. and at bedtime. 
The dose may then be increased by 1 drop daily un- 
til the maximum 20 drops has been reached again. 
Repetition of this schedule may prevent the de- 
velopment of intolerance. Iodides should not be 
used if there is evidence of thyroid adenoma, pul- 
monary edema, or pulmonary tuberculosis. One 
should also observe the patient for a variety of rashes 
and swellings, conjunctivitis, coryza, bronchorrhea, 
thyroiditis, and adenopathy. A disagreeable, metallic, 
bitter taste is commonly experienced but is generally 
not too objectionable. With these precautions in 
mind, the iodides may be kept up indefinitely. How- 
ever, attempts should be made from time to time to 
obtain bronchial catharsis with other means. 
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THE FAMILY DOCTOR 


BY EDWIN J. GRACE, M.D. 
Grace Clinic, Brooklyn, N. Y. 


Tue family doctor has little time for consideration 
of his place in the fabric of society. Yet his medical 
practice and the physical well-being of his pa- 
tients are inevitably influenced by social patterns. 
One factor touching upon the lives of all of us is 
the phenomenon of “social lag.” What does this 
mean to the practicing physician? 

The term “social lag” defines a situation in which 
the techniques, inventions, and organizations de- 
signed by men for controlling the physical world 
have outstripped his intellectual, spiritual, and 
moral progress. The end result of this mechaniza- 
tion of society is the lost, confused, and alienated 
individual. He is lost because the traditional values 
which he has been taught to consider sacred—the 
family, the sanctity of the individual, the precepts 
of his faith, the satisfaction in work well done—are 
being challenged on all sides by competing values. 
The individual’s inability to resolve the conflicting 
concepts of proper versus advantageous action leads 
to confusion about the right course to follow. 

The result is an indifferent, indecisive man who 
turns inward for decision and cannot find it, and 
whose external resources—the family, church, 
school, and place of work—present him with conflict- 
ing views of reality. Out of this social confusion 
emerges the alienated man who fails as a working 
member of his society because he cannot under- 
stand it. His modes of action and means of decision 
are restricted not only by environmental impedi- 
ments to action, but also by feelings of lostness and 
confusion in the milieu of a modern industrial 
society. 

The concept of social lag and the alienation of 
man from his society is certainly not new. At the 
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IN GROUP PRACTICE 


AT THE 1951 meeting of the American Medical Association, a 
scientific exhibit by Dr. Edwin Grace, depicting a type of 
group practice he has pioneered in Brooklyn, New York, 
caused wide-spread interest among doctors and in the press. 
Because the concept of general practice is an integral part of 
the interesting experiment being conducted at the Grace Clinic, 
Dr. Grace was invited to submit a detailed report of the 
project. His article is presented here with the author's explana- 
tion that it is not a blue print but one approach to the inte- 
gration of general practice in a small group clinic in an urban 


community. 


present time we have a whole literature dealing 
with this subject, contributed by philosophers, his- 
torians, sociologists, psychologists, and _theologi- 
ans. Thus far, few contributions from the medical 
profession have attempted to present the doctor's 
relation to this crucial problem. This article is de- 
signed to outline the family doctor concept in rela- 
tion to this question and to emphasize the unique 
relationship between the family doctor and the in- 
dividual as a patient. The very nature of the doc- 
tor-patient relationship carries a responsibility on 
the part of the doctor to understand this, one of 
the most difficult of present-day problems. 

What does Mr. John Q. Public do when he feels 
there is something wrong with himself? He thinks 
of going to see his family doctor if he is interested 
in health and not in “doctoring.” By some combi- 
nation of intuitive feeling and rational reasoning 
he knows that his family doctor understands him. 
In fact, the family doctor is an expert or special- 
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The relationship of the family doctor to various types of medical practice. Middle panel of display. 


ist in understanding John, as well as his physical 
complaints, fears, aspirations, and hopes, sometimes 
even better than Jokn himself. And John realizes 
that this understanding is not just a detached scien- 
tific curiosity or a cataloguing of case material, but 
represents the nucleus of a real friendship, which 
is the basis of the family doctor-patient relation- 


ship. 
Trust Between Patient and Doctor 


The concept of the family doctor may provide 
one means by which the medical profession can 
come to grips with the problem of integrating the 
individual into the complex social milieu of mod- 
ern civilization. Admittedly the “family doctor” is 
not a new term, and the function which the term 
connotes is certainly not novel. It is our intention 
to stress the traditional mission of the family doc- 
tor and the possibilities inherent in the intimate 
relationship which should exist between the doctor 
and his patient. This relationship freely entered 
into by the patient, responsibly undertaken and 
carefully nurtured by the doctor, provides an op- 


portunity by which the power of the medical pro- 
fession can be brought to bear upon the dilemma of 
the individual in the atomic era. 

If the individual is to be brought again to the 
sense of his whole dignity, if he is to feel that he 
is the concern of someone who is endeavoring to 
aid in the solution of problems affecting his physi- 
cal and mental well-being, if he is to feel himself 
a total entity and not a fragmentation of different 
capacities, then the process may have its beginning 
in the trustful affinity of doctor and patient. 

The value to the individual and this basic medi- 
cal association is related to the degree of informal- 
ity and personalization which can be attained. It 
is just these two ingredients which the vast, formal 
and impersonal structure of the hospital or general 
clinic or large medical organization does not possess. 
Once within the confines of these institutions, the 
patient obtains the best that present-day medicine 
has to offer technically, but he loses his sense of 
individuality and begins to feel that as a case num- 
ber, a hospital chart, or a thing to be probed and 
tested, he is being ignored as a human being. This 
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is the approach that we believe should be avoided, 
for it is merely repairing the organs and ignoring 
the organism. It is upon the trust set up between 
the doctor and patient that the medical profession 
must make its contribution to the solution of to- 
day’s and tomorrow’s complexities. 

Yet we must not make the mistake of believing 
that this is to be done through “solo” practice. The 
popular separation between “solo” and “group” 
practice is largely arbitrary. From one point of 
view there can be no such thing as solo practice, 
since the basic unit of medical care comprises the 
doctor and his patient. Without a patient the doc- 
tor does not practice. In describing symptoms and 
following a program of therapy the role of the pa- 
tient is not entirely passive. Thus all practice is 
group practice in varying degrees, with the family 
doctor and his patient at one end of the scale and 
the medical center and its case at the other. This 
is illustrated diagrammatically in the lower section 
of the central panel of the exhibit. In any form 
of practice, all efforts must be bent toward solving 
the problems of the patient. We must consider not 
only the specific bodily complaint that he presents 
to us, but the total individual in his total environ- 
ment. It is here that the dividing line between the 
practice of medicine and the art of medicine lies. 

Even if we overlook the role of the patient in 
the doctor-patient unit, there is still no such thing 
as solo practice. Medicine today has become such 
a mosaic of variegated technical skills that no man 
can master them completely. Every physician, be 
he specialist or general practitioner, is dependent 
upon the pooling of knowledge with his colleagues. 
However, there are various degrees of group prac- 
tice. There is only one patient but the pyramiding 
of relationships between doctor and doctor, doctor 
and ancillary services, doctor and medical institu- 
tions, has today reached a point where the com- 
plexity of medical organization almost equals the 
complexity of government. Because of advances in 
medical knowledge and the consequent necessity 
for specialization, these interrelationships of medi- 
cal ability and skill may, to a certain extent, be re- 
quired. Departmentalizing the knowledge may be 
necessary but fragmenting the patient, figuratively 
speaking, so that he can be referred to the appro- 
priate field of knowledge, is to add to the chaos 
in which we live and to fail miserably in our re- 
sponsibility to the patient. 

How can the physician initiate or maintain a 
family doctor relationship with any patient in this 
day of vast, shifting urban populations and increas- 


ing medical specialization? We would like to ad- 
vance for consideration the method of attacking 
this problem followed by the Grace Clinic in Brook- 
lyn. The fundamental philosophy underlying the 
operation of the Clinic, is an awareness of the need 
for the family doctor relationship and recognition 
of the fact that only through co-operation between 
medical practitioners can the patient obtain the 
fullest measure of medical care. Hence, our aim is 
to integrate these two now separated medical func- 
tions into one harmonious whole. When a patient 
comes to the Clinic, this integration of function 
starts immediately. The patient is interviewed, his 
complaints are noted, and he has a full opportunity 
to state his problem. He is given a complete physi- 
cal examination, and such diagnostic tests as are 
indicated by his complaints, history, and age are 
performed. 

Generally, the patient sees several doctors on his 
first visit, and if he expresses a wish to continue 
with some particular physician, this man becomes 
the patient’s family doctor within the framework 
of the Clinic. From this free choice by the patient 
stems the development of the necessary rapport be- 
tween doctor and patient. As this individual’s fam- 
ily doctor, the particular physician becomes the 
best medium through which the patient can under- 
stand what is being done for him and what he 
must do for himself. At the same time the patient 
is aware that his chosen doctor is a working mem- 
ber of a closely knit group of men who are devot- 
ing all their energies to solving his physical and 
mental problems. 


Patient Is a Participant 
After a patient has been through the Clinic, he 


meets not only the physician who is acting as his 
family doctor, but all of those men who are con- 
cerned with his case. This is shown in the center 
panel as group practice in its “recognized form.” 
At this conference, what has been discovered about 
him is presented frankly and honestly Cexcept, of 
course, in instances where this might be contrain- 
dicated). He is encouraged to ask questions and 
make suggestions. In effect, he enters into the spirit 
of an objective analysis of his situation, while at 
the same time coming to the realization that all 
of this knowledge, power, and ability of medicine 
is being used for his benefit. In this way, a much- 
needed feeling of physical security may be engen- 
dered as a first step in restoring the patient to a 
useful place in society. 
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This, in general, is the way in which Grace 
Clinic functions, but surrounding this process we 
have many intangibles which aid in its operation. 
Although reference to the right-hand panel of the 
exhibit will show that many specialties are avail- 
able to the patient, it is emphasized that the key- 
stone to health maintenance is the individual ap- 
proach. The patient must not feel that he is being 
run through a mill or being herded along. At each 
step in his examination, if he asks, the immediate 
procedure is explained to him carefully and simply, 
thus furthering his understanding both of the par- 
ticular step and of the over-all picture. 

In addition, Grace Clinic does not look like a 
clinic. Rather than the sterilized look inside and 
out that has become the trademark of medical in- 
stitutions, there has been an attempt to provide an 
informal, homelike decor. Thus we may eliminate 
some of the fear which the patient frequently feels 
when confronted with a huge antiseptic structure. 

In the right-hand panel we see a picture of the 
patient intimately associated with his home and his 
place of employment. We encourage the patient to 
discuss problems relating both to his work and to 
his personal life, so zs to give him the feeling of 
being an entity and to give us a better insight into 
his total problem. Caceful and complete histories 
are axiomatic. It is our endeavor at all times to 
foster in the patient the idea that we will make 
every possible effort to help in the solution of his 
problems, both physical and emotional. 

So far we have attempted to outline a means 
whereby medicine may be able to help solve the 
problem of social lag as it applies to the individual 
lost in his environment. The field of business, hav- 
ing become aware of the importance of the indi- 
vidual, is now also trying to assist in the solution 
of this dilemma. Thus many groups of business 
executives have come to realize that if an individ- 
ual employee is to be an effective part of the pro- 
ductive organization, he must be recognized as a 
human being, not merely as Jones, John, social 
security number 0000, drill press operator, 4 to 12 
shift. John Jones must be provided with a sense 
of belonging to the business group and must be 
helped to understand what his contribution in labor 
or service means in terms of the end result for 
which the organization exists and functions. 

Not only must John Jones be made aware of his 
responsibility to the organization, but also the or- 
ganization must become aware of its responsibility 
to Mr. Jones, not only for the good of the employee 
but for the benefit of the employer as well. For 
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example, if our hypothetical employee is erratic in 
his attendance at work, it is to the organization's 
advantage to determine the reasons for the ab- 
senteeism, since that section of the productive 
process in which Jones takes part will most certain- 
ly suffer. 

Let those who are uninformed advise that such 
an employee be dismissed. Then let those same 
persons study the manpower figures in the United 
States today and realize that now, and possibly for 
many years to come, employers will be faced with 
much the same shortages of labor, both skilled and 
unskilled, that were seen during the last war. 
Thus, aside from a purely economic advantage to 
be derived from a model employee, there is also to 
be considered the problem of replacing this em- 
ployee if the circumstances warrant his dismissal. 
Obviously, an experienced employee will be a 
greater asset than one who is newly employed. 


Specific Health Maintenance Program 


Rather than generalize any further, let us con- 
sider a specific example of employer-employee rela- 
tions and the advantages that have accrued to both 
from a comprehensive personnel program organized 
around the family doctor concept. Over the course 
of approximately the last eleven years, a program 
of personnel management has been developed at 
the Seamen’s Bank for Savings in New York City 
which has proved itself to be exemplary. The Bank 
is an institution with less than 500 employees 
which, according to Congressional classification, 
ranks it as a small business. It has actually about 
300 individuals on its payroll with terms of longev- 
ity of employment ranging up to 47 years. 

The keystone of the personnel program is health 
maintenance for all employees, regardless of status, 
and for their immediate families, with free choice 
of physician. At the outset it must be emphasized 
that no portion of the Bank’s program is compul- 
sory, save the initial pre-placement physical exam- 
ination. The personnel program is comprehensive 
in scope, so the employee from the beginning is 
given to feel that it is he as a total individual who 
counts, not simply the eight-hour cog whose labor 
the machine of the organization has bought. In 
fact, the vision of the top executive echelon of the 
Bank realizes full well what Chester Barnard, 
President of the Rockefeller Foundation, meant 
when he wrote in Functions of the Executive: “the 
individual employee is a human being who spends 
only a part of his time in our plant . . . his whole 
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state of mind is a reflection of his past, biologically 
and socially, of his present physiology, and of his 
environment outside of working hours.” The ele- 
ments of this attitude are depicted in the left-hand 
panel of the exhibit entitled “Business Rediscovers 
the Family Doctor Concept.” 

Aside from and as components of the health 
maintenance plan, the Bank provides nutritious 
lunches without cost, in a dining room maintained 
by the Bank for its employees. The surroundings 
are pleasant, the service by uniformed waitresses 
excellent, and the meals not only well-balanced but 
appetizingly prepared. Furthermore, there is the 
vacation time allowed employees. Many places of 
business today allow two weeks vacation with pay 
to its help, generally during the summer. The Bank 
provides not only this but also an additional week 
which must be taken in the wintertime. Third, 
there is a subsidized sports program providing 
physical exercise for both men and women em- 
ployees. There are also the purely psychologic 
facets of the personnel program which, while im- 
portant, are beyond the scope of this presentation 
but include such things as educational tuition, vo- 
cational and avocational counselling and testing, etc. 

The luncheons, vacations, and recreation setup 
are all part of the basic question of maintenance 
of health of the employees. And it is here that 
Grace Clinic has been able to prove the value of 
not only a well-organized health program to a busi- 
ness organization, but also to prove its value as a 
specific type of medical organization with a par- 
ticular philosophy that is readily applicable in the 
field of business. 

Prior to 1941, the Seamen’s Bank for Savings 
employed a company doctor who had an office on 
the premises and who could be seen by appoint- 
ment. It also maintained one of the standard hos- 
pitalization insurance programs for employees that 
are so common today in large business organiza- 
tions. For various reasons, the management of the 
Bank was dissatisfied with the arrangement, and 
it was then that the association with Grace Clinic 
was established. 

The only portion of the Bank’s personnel pro- 
gram which is compulsory is the pre-placement 
physical, which is performed at Grace Clinic with 
all the. thoroughness and care which we believe 
are both essential to good medicine and reassuring 
to the patient. From then on, the employee's as- 
sociation with the Clinic can either continue or 
end. If he has his own physician, we forward the 
results of our examination to the doctor. If there is 


some problem that can be alleviated, the employee 
is advised to have this taken care of, either by his 
own physician or, if he wishes, by Grace Clinic. 
After the initial examination it is up to the em- 
ployee whether or not he ever returns to the Clinic. 
Here is the element of free choice which is so 
much a part of the American way of medicine and 
so necessary, we believe, to the maintenance and 
betterment of the quality of medical care in this 
country today. 

Many of the employees do return to Grace 
Clinic, however. Naturally the Bank allows time 
for these subsequent visits to the Clinic as well 
as to the patient’s own doctor, as the case may be. 
The completeness of the initial investigation auto- 
matically diminishes subsequent needs for service. 
If the examination should show organic or emo- 
tional problems requiring care, the patient can go 
to his own doctor for treatment or can have the 
Clinic do it. 

Furthermore, the immediate family of an em- 
ployee, his dependents, are also free to use the 
Clinic if they wish. This can assume great impor- 
tance when, for example, the cause of an em- 
ployee’s problems is rooted in worry over his wife’s 
illness. Here again the patient’s family doctor at 
the Clinic can be of great assistance because this 
is the type of information that may be brought 
forth in an intimate doctor-patient relationship and 
will be less likely to be forthcoming under any 
other circumstances. 

The physical separation of Grace Clinic from 
the Bank is also of value. A company doctor can 
rarely instill enough confidence to prevent the em- 
ployee from considering him the symbol of man- 
agement or a representative of the “boss.” The 
Clinic, operating on the philosophy it does and 
located as it is (about 15 minutes from the Bank 
by subway), has been able to overcome the stigma 
of the “company doctor.” With the confidence on 
the part of the employee-patient thus assured, it 
is possible for the Clinic to obtain all the informa- 
tion necessary to form a complete picture of his 
difficulties and thereby to reach a better solution 
of his problems. This has proved itself to be true 
in cases in which the working environment of an 
individual was contributing to his problem and ad- 
vice in general terms from the Clinic enabled the 
Bank to resolve the difficulty. However, the confi- 
dential doctor-patient relationship is maintained in- 
violate at all times. 

As indicated in the left-hand panel of the ex- 


hibit, the Bank’s group health insurance arrange- 


GP @ Volume V, Number 1 


x 
f 
Z 


ments provide the financial support of the pro- 
gram including preventive diagnostic services as 
well as the general medical and surgical care. All 
premiums are paid by the Bank. 

Not all of the benefits accrue to the employee. 
The Bank must also be able to point to some ad- 
vantages from this program since it is, after all, a 
business and must show some return on its invest- 
ment in the employee’s health and happiness. Dur- 
ing the course of the last ten years the Bank has 
had a very palpable proof of the value of its health 
maintenance program. Absenteeism has dropped 
from approximately 7 per cent annually (the na- 
tional average) to 2 per cent annually. This may 
well represent a partial testimony to the efficacy of 
the whole personnel program. When one consid- 
ers that 95 per cent of the business carried on in 
the United States is by firms employing less than 
500 people, we see that the family doctor concept, 
as applied to medicine and business, could play a 
major role in the health of industries in many com- 
munities. 

However, this is not a blue print. We are offer- 
ing our experiences as a demonstration of a suc- 
cessful management-employee, doctor-patient rela- 


tionship. It is also very important to emphasize at 
this time that unless there is wholehearted co-opera- 
tion on the part of those charged with executive 
responsibility, such a program cannot develop or 
be effective. We have had the distinct advantage 
of dealing with an executive group which appre- 
ciated the great advantages of the family doctor 
concept and carried this traditional philosophy into 
the field of business with gratifying results. 

In summary, the purpose of our exhibit has been 
to show that a harmonious family doctor-patient 
relationship is not an outworn product of the past. 
Rather it is a vigorous part of modern medical prac- 
tice. This is self-evident to the family doctor in 
rural medical practice but has not been so obvious 
to urban physicians in group medicine and to busi- 
nesses intent on group health maintenance on an 
impersonal basis. By specific example, we have 
demonstrated that the traditional relationship be- 
tween doctor and patient can be maintained, even 
though both individuals concerned are tied to 
social organizations which may tend to impersonal- 
ization. The modern family doctor serves his com- 
munity well because he knows that the individual 
approach is the keystone to health maintenance. 


“And my husband keeps thinking he hears someone under my bed.” 
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A SOLID FRONT ENGAGED 
NOT NEGATIVE, ACTION 


BY CHARLES LIVELY 


A mepicat profession solidly united behind a 
worth-while project will almost always gain the 
support of the people, while mere segments of such 
a group seeking support for such undertaking will 
probably fail. This has been proved many times 
during the past decade, and the most striking ex- 
ample is found in the nationwide fight against 
compulsory health insurance. 

It will be remembered that some little opposition 
developed the first year but faded almost entirely 
at the beginning of the second. Today most medi- 
cal societies over the country are not only willing 
but actually prepared to continue the fight indef- 
initely on the local, state, and national fronts. 

A similar condition is found in most other mat- 
ters that affect our people to any great extent. The 
public will join in any campaign that has as its 
object improvement in public health, extension of 
medical care, or the clarification of misunderstand- 
ings between the profession and the public if the 
profession itself presents a united front when lay 
support is sought for such a project. 

A case or two in point from West Virginia will, 
I hope, be of interest to groups in other states which 
are endeavoring to solve problems in which public 
support is not only desired, but necessary: 

For several years, the West Virginia State Medi- 
cal Association has been concerned with the need 
for a four-year school of medicine. A two-year school 
has been in existence for several years. The first 
statewide drive for the establishment of a four-year 
school was made in 1948-49. Location was one of 
the stumbling blocks, but the matter of financing 
was the one handicap that could not be overcome 
notwithstanding the fact that the state treasury was 
bulging with a surplus of several millions of dollars. 

Defeat for the medical school project in 1949 
was not the final chapter. A real grass-roots pro- 
gram was inaugurated shortly after adjournment of 
the legislature. Key committees planned a statewide 
campaign, enlisting the aid of professional and lay 
groups, press and radio. This was a case of support 
being accorded a united medical profession. Thou- 
sands of people affixed their names to petitions 
favoring the school which were circulated by mem- 


bers of the Auxiliary. 


IN POSITIVE, 


Among those most qualified to tell 
about and to offer solutions for the 
existing and ever-arising problems of 
the medical profession are the execu- 
tive secretaries representing this pro- 
fession. In the two preceding issues 
we presented articles by the late Roy 
E. Smith of the Indiana State Medical 
Association, and John Hunton of the 
California Medical Association. 

This month, for the third article of 
the executive secretary series, GP presents Charles 
Lively, executive secretary of the West Virginia State 
Medical Association since 1942, who stresses the need 
for positive action on the part of the medical pro- 
fession to achieve positive results. 

Mr. Lively was educated at the West Virginia Wes- 
leyan College and West Virginia University. A native 
of Weston, he has served as postmaster, has been en- 
gaged in real estate development and property man- 
agement, was a clerk of the West Virginia Senate and 
of the U. S. District Court, southern district, and was 
formerly editor the West Virginia Blue Book. 


The public understood and was pleased. It sup- 
ported a united medical profession in its 1951 fight 
for a four-year school. The Governor never faltered 
in his support of the project, and there was contin- 
uing support from the press, radio, and professional 
and lay groups, including representatives of educa- 
tional organizations. The net result was the enact- 
ment of bills establishing the school and providing 
a tax on soft drinks to finance its construction and 
maintenance. The vote in the legislature was almost 
unanimous. 

And so it is with most every problem that con- 
fronts medicine today. In the bitter campaign that 
has been waged from Washington for the enact- 
ment of compulsory health insurance legislation, 
the medical profession has been the target for abuse 
from those who have felt aggrieved because of the 
actions of possibly some one doctor. 

Following what amounted to a demand for some 
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method of airing grievances, our State Medical As- 
sociation acted promptly by setting up a state griev- 
ance committee to hear complaints. It is significant 
that although this action was taken over a year ago, 
there has not been a single instance where it has 
been necessary to convene the committee, the less 
than half a dozen misunderstandings reported hav- 
ing been successfully cleared up by members of the 
Council. The point is that the public knows that 
the committee is in existence and ready to function 
whenever the need arises. 

It has often been said that a negative campaign 
will not win out over positive forces. It is not 
enough to decry the present attitude of those who 


SURGERY 


BY DAVID P. ANDERSON, M.D. 


Austin, Minnesota 


APPROXIMATELY 24 per cent of general hospital 
beds in the United States are in nongovernmental 
hospitals of 5- to 150-bed capacity located in com- 
munities of less than 30,000 population (1940 cen- 
sus). An untold number of patients requiring major 
surgical operations are treated in these small hos- 
pitals. The operative treatment of a vast number 
of patients is thus committed to the general prac- 
titioner or his next of kin, the “small town” general 
surgeon. The question of whether or not such an 
arrangement is good or bad has been debated 
strongly from the economic, medical, and social 
aspects. It is not our purpose to continue this de- 
bate, but simply to discuss the present status of 
surgery in small communities as we see it. 

Surgery is being done, will continue to be done, 
and, we believe, should be done in small communi- 
ties. There is no other way of answering the sur- 
gical needs of our small communities and rural 
areas. We must always depend upon the consult- 
ants in the large medical centers for the care of 
that small percentage of illnesses requiring highly 
specialized treatment, but the majority of patients 
in nonmetropolitan areas must be treated in hos- 
pitals in or near their homes. 

Can and do these patients receive adequate sur- 
gical care? What restrictions, if any, should be 
established to govern surgeons in small community 
hospitals? What can be done to improve the quality 
of surgery in these areas? These are timely and 
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IN A SMALL COMMUNITY 


would defy not only medicine, but other professions 
as well, nor is it enough to endeavor to defeat what 
it is felt is wrong basically and fatal professionally. 
It is necessary that medicine itself heed the reason- 
able demands of the public, one of which concerns 
round-the-clock availability of doctors for emergency 
medical service. A 24-hour call service now provided 
in many of our communities has undoubtedly re- 
sulted in the establishment of more wholesome re- 
lations between the profession and the public. 
The profession itself will, I believe, continue to 
make an all-out effort to find a satisfactory solu- 
tion for other intricate problems concerned with 
medical care for all of our people. 


pertinent questions, particularly in view of the 
present increased interest in the problems of rural 
health. 

As a background for the discussion of these ques- 
tions, my colleagues and I have undertaken an 
appraisal of our own major surgery in a small com- 
munity hospital in Austin, Minnesota. This is 
based on a survey of 1,643 consecutive major oper- 
ations performed during the 5-year period ending 
December 31, 1950. A classification of the opera- 
tions in this survey is shown in the accompanying 
table. Multiple-stage operations have been listed 
only once, and combined operations have been 
listed only under the title of the primary proced- 
ure. The selection of operations for classification 
as major procedures has been arbitrary. The omis- 
sion of certain operations, such as primary tendon 
and nerve suture, must not be interpreted as an 
indication that such “minor” procedures are not 
important in the practice of surgery in a small com- 
munity. On the contrary, acceptable skill in per- 
forming a wide variety of minor operations and 
diagnostic endoscopic procedures is needed by the 
general surgeon in a small community. 

The operations were all performed by members 
of the Austin Clinic in the St. Olaf Hospital, 
Austin, Minnesota. Most of these operations were 
performed on the cases of the author, but an in- 
creasingly large volume of surgery is now being 
done by newer members of the clinic, including 
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two general practitioners who have had one or two 
years of postgraduate surgical training. The Austin 
Clinic, which was established by four general prac- 
titioners in 1918, is a partnership, now composed 
of ten physicians. 

Austin is a city of 23,035 population (1950 
census), located in a predominantly rural area in 
southern Minnesota. It is 50 miles distant from 
Rochester, Minnesota, and 100 miles from Minne- 
apolis-St. Paul, the nearest medical centers. The St. 
Olaf Hospital is a community hospital of 105 beds. 
There are no interns or residents in the hospital 
or clinic. Anesthesia is administered by nurse an- 
esthetists. Roentgenology and radiology are under 
the full-time supervision of a certified specialist. 
Biopsy and pathologic examination of surgical 
specimens must be obtained by mail through the 
Pathology Department of the University of Minne- 
sota in Minneapolis. A blood bank is maintained 
through the facilities of the American Red Cross. 

There were 42 hospital deaths in this series of 
1,643 major operations, making an uncorrected 
mortality rate of 2.56 per cent. This compares fa- 
vorably with the reported surgical mortality rates 
in other general hospitals. Thirty of the 42 patients 
who died were 60 years of age or over. Cardio- 
vascular complications in this older age group ac- 
counted for 19 of the deaths. Seven deaths occurred 
in patients who remained in the hospital for termi- 
nal care, for periods up to 2 months, after recover- 
ing from the immediate effects of exploratory or 
palliative surgery. There were 4 deaths due to pul- 
monary embolism; 3 deaths due to cerebral injuries 
accompanying multiple trauma; 3 deaths due to 
technical complications directly related to the op- 
eration; 2 deaths due to surgical shock in poor-risk 
emergency cases; 2 deaths due to peritonitis which 
existed prior to the operation; and 2 deaths due to 
anesthetic complications. 


Appendicitis 


A brief consideration of some of the various op- 
erations and surgical diseases covered by this sur- 
vey may be of interest. The most common disease 
requiring major surgery was appendicitis. In this 
series there were 445 operations for appendicitis, 
exclusive of incidental appendectomies. 

We do not practice the policy of “when in doubt, 
operate” in the management of “chronic” appendi- 
citis. There is no question that acute appendicitis 
should be treated by early operation, but this does 
not give the surgeon the right to operate indis- 


criminately on all patients with right lower quad- 
rant abdominal pain. Acute appendicitis can be 
accurately diagnosed preoperatively in most in- 
stances. In doubtful cases, we have not hesitated 
to observe the patient under hospital management 
and supportive therapy for periods up to 24 hours. 
We frankly admit that operation has thus been 
unduly delayed in a few cases of acute appendicitis, 
although without any apparent ill-effects. An oc- 
casional patient with mild acute appendicitis has 
recovered without the benefit of surgery. This 
policy has caused us no trouble and has saved us 
frequent embarrassment due to performing an un- 
necessary or possibly even a harmful operation. 


Cholecystitis 


There were 209 operations on the gallbladder 
and bile ducts in this series, 202 of which were for 
acute and chronic benign biliary tract disease. 

Attention is called to the fact that we have ex- 
plored the common duct in 45 per cent of primary 
operations on the biliary tract. It is now clearly 
recognized that about 15 or 20 per cent of patients 
operated on for gallstones will also have stones in 
the common duct, and that the common duct must 
be explored in one-third to one-half of all gall- 
bladder operations in order to avoid overlooking 
common duct stones. We firmly believe that any 
surgeon who attempts gallbladder surgery should 
be competent to perform an adequate exploration 
of the common duct. 


Gastrointestinal Surgery 


There are two aspects of gastrointestinal surgery 
that we would like to mention briefly: 

1. It will be noted that there were only two op- 
erations for acute perforated peptic ulcer in this 
series. This is due to the fact that for the past four 
years we have treated perforated peptic ulcers non- 
operatively. Our experience to date has been limited 
to 17 patients. There have been no deaths in this 
group and no serious complications. In each case 
the recovery has been much smoother than we 
would have anticipated with the operative method 
of treatment. 

2. Although the general surgeon in a small com- 
munity is only an “occasional operator” in the field 
of major cancer surgery, he has a grave responsibil- 
ity in this field. Gastrointestinal cancer often pre- 
sents itself to the general surgeon for treatment. 
The surgeon in a small community who assumes 
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the responsibility for the operative treatment of this 
disease must meet his obligations to the patient and 
the profession. 

We have attempted to broaden our concepts of 
radical resections for gastrointestinal cancer in keep- 
ing with the present trend in cancer surgery. An 
operation for gastrointestinal cancer that is no more 
than “a major biopsy” is to be condemned. At the 
present time, our subtotal resections for carcinoma 
of the stomach, for example, include the entire les- 
ser curvature to the esophagus, a generous portion 
of the normal duodenum below the pylorus, the 
entire omentum, and, usually, the spleen. Ninety 
to 95 per cent of the stomach is removed. The dis- 
section of lymphatic tissue from the vessels arising 
from the celiac axis is as cleanly conducted as in a 
classical Halsted operation for carcinoma of the 
breast. A similar radical approach is used in the 
management of carcinoma of the large bowel, 
in which extensive removal of the regional and dis- 
tant lymphatics will always produce even higher 


dividends. 


Gynecologic Surgery 


Gynecologic surgery accounted for approximately 
one in five of all major operations in this survey. 
This high incidence of gynecologic surgical pro- 
cedures makes it essential that the general surgeon 
in a small community, where specialists in gyneco- 
logic surgery are not always available, be trained 
in this subspecialty. It also seems to us that the 
man who is trained as a specialist in gynecologic 
surgery should have an adequate background of 
general surgery, as the arbitrary division of the ab- 
domen of the female at the brim of the pelvis is 
not always respected in intra-abdominal disease 
processes. 

There were no deaths in the 308 major gyneco- 
logic operations in this series. 


Thoracic Surgery 


We performed a limited number of major tho- 
racic operations during the last year and a half of 
the period covered by this survey. This is men- 
tioned with hesitancy as the invasion of this field 
of surgery by a general surgeon in a small com- 
munity may be criticized. This added responsibil- 
ity was assumed because we felt that we were handi- 
capped in many upper abdominal operations by not 
feeling confident to invade the thorax, and because 
many thoracic problems inevitably were presented 
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to us for solution. Our results, to date, have been 
encouraging. There have been no deaths in the 
purely thoracic operations. One patient died of 
anuria following a total gastrectomy performed 
through a combined abdominal and thoracic ap- 
proach. 


Traumatic Surgery 


Traumatic surgery is another aspect of general 
surgery in a small community that demands our 
consideration. In nonmetropolitan areas, the general 
practitioner and the general surgeon are responsible 
for the treatment of injuries of all types. Auto- 
mobile, farm, and industrial accidents account for 


MAJOR SURGICAL OPERATIONS IN A SMALL COMMUNITY HOSPITAL 


HEAD, NECK AND FACE 30 


BREAST AND CHEST 50 
GASTROINTESTINAL 894 
ORTHOPEDIC 124 
BILIARY AND LIVER 213 

’ 
GYNECOLOGIC 308 
GENITOURINARY 24 


our more serious injuries. These often tax the skill 
of the surgeon to the utmost, and quite often de- 
mand that he become involved, of necessity, in sur- 
gical problems that require a fundamental knowl- 
edge of the various surgical subspecialties. The 
treatment of compound fractures, primary nerve 
and tendon suture, and the care of internal visceral 
injuries are commonplace. Intracranial injuries are 
frequent problems and occasionally require the gen- 
eral surgeon to perform an emergency, life-saving 
cranial operation, whether he likes it or not. Since 
neurosurgeons, orthopedists, and other specialists 
are not universally available, we believe general 
surgeons must be trained to carry out skilled early 
treatment for injuries of all types. 


4 
4 


Who May Operate? 


The foregoing review of our surgical experiences 
during a 5-year period has been presented to give a 
general picture of surgical practice in a small com- 
munity. It should be noted that the surgery en- 
countered in a small community is simply a cross- 
section of surgical ailments in general and varies 
only as the surgeon elects or declines to perform 
certain operations. Whether or not a physician 
does surgery, and if so, within what limitations, 
should be governed entirely by his training and 
ability. 

Unfortunately, it is not easy to compel a sur- 
geon to practice within the limitations dictated by 
his training and ability. In metropolitan areas, the 
practice of surgery is largely governed by restrict- 
ing hospital staff appointments and by designating 
staff committees to review and approve the surgery 
done by members of the staff. Such formal regula- 
tions are usually not necessary—nor practicable—in 
a small community hospital where daily personal 
contact exists among the members of the staff. The 
ticklish problem of surgical incompetency must 
still be handled forcefully and promptly. If this 
is not done, the entire medical profession of the 
community suffers. 

The best assurance of a competent staff, sur- 
gical and medical, is a well-organized staff which 
holds regular meetings devoted to the professional 
aspects of medical care in the community. The staff 
should regularly review such items as surgical mor- 
tality and morbidity, fracture treatment, cancer 
therapy, and other surgical problems. Individual 
and group deficiencies then become obvious and 
the necessary corrections follow automatically. Sim- 
ilar staff reviews of nonsurgical subjects often 
prove of interest to the surgeons, too. A yearly sur- 
vey of maternal-infant mortality by our staff, for 
example, served to focus our attention on the prob- 
lem of congenital obstruction of the gastrointestinal 
tract in the newborn. This resulted in the salvage 
of three of the four newborns with such anomalies 
among the 4,374 live births during the 5-year 
period of this survey. 


Training 


Of more importance than hospital rules and reg- 
ulations governing the practice of surgery, insofar 
as the small community hospital is concerned, is 
the problem of properly training future physicians 
for such localities. The day of the self-trained and 


often self-named surgeon is past. The complexities 
of modern surgery demand a period of specialized 
training for all future surgeons. It is a mistake to 
assume, however, that all future surgeons must 
serve a long training period, devote many hours 
to research problems, and be fully qualified to meet 
the requirements of a specialty board before being 
released from beneath the academic wing of a 
teaching institution. Many of our small communi- 
ties need trained surgeons who are also general 
practitioners. Physicians who have had one or two 
years of general surgical training are adequately 
caring for a limited number of the major surgical 
problems of their general practice in many small 
communities, and because of their specialized sur- 
gical knowledge they are better able to appreciate 
those cases on which they should not attempt to 
operate. Somewhat larger communities, such as our 
small cities, are attractive locations for full-time 
general surgeons, but these men must be trained 
so that they are truly general surgeons. 

I have emphasized, in this appraisal of our own 
work, the wide scope of general surgery in a small 
community, and I have repeatedly pointed out that 
it is essential that the small-town general surgeon 
have at least a good working knowledge of the 
surgical specialties. 

I seriously question whether the present training 
of surgeons adequately answers the need for sur- 
gically-trained general practitioners and general 
surgeons for our small communities. This doubt is 
shared by at least one prominent surgeon and edu- 
cator, Dr. Thomas G. Orr. In his presidential ad- 
dress to the 1950 assembly of the American Sur- 
gical Association, Dr. Orr stated: “I am doubtful 
if our present training of surgeons for community 
practice is adequate, in many of our surgical cen- 
ters. In answer to a questionnaire recently sent to 
my own past residents, many of whom are located 
in small communities, all emphasized the impor- 
tance of some training in the surgical specialties. 
The training of these men should be different 
from the training of men for academic careers. The 
community surgeon must be a general surgeon. He 
must be prepared to cope with emergencies in all 
or most of the special surgical fields, so that he 
may not make a bad situation worse before a spe- 
cialist is available.” 

Dr. Orr went on to suggest that an additional 
surgical training period be offered, following a gen- 
eral practice internship, for those men contemplat- 
ing surgical practice in a small community. He 
feels, as we do, that such training would be a great 
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advance over that received by the “trial and error” 
surgeon with only an internship. We would like to 
suggest that a part of a training period of this type 
could be served profitably in selected small com- 
munity hospitals. In this way the young surgeon 
would obtain an insight into the practice of sur- 
gery in a small community which would guide the 
remainder of his academic career. 


Number of 
Operation Operations 


HEAD-NECK-FACIOMAXILLARY SURGERY 
Craniotomy (Subdural hematoma, extradural hema- 


foma, G16.) 9 
Thyroidectomy 7 
Facial fractures, open reduction of......... os 4 


BREAST AND CHEST SURGERY 

Thoracotomy 
Subdiaphragmatic abscess, incision 
Lobectomy and segmental pulmonary resections. 

Pneumonectomy 
Diaphragmatic herniorrhaphy ........ 
Esophageal anastamosis (congenital atresia)... . 


GASTROINTESTINAL AND GENERAL ABDOMINAL SURGERY 


Gastric resection, 34 
Gastric resection, 2 
‘ 14 
Gastroenterostomy .....- 6 
Perforated peptic ulcer, closure of.........+. 2 
Intestinal resections, large and small bowel...... 39 
Colostomy or cecostomy........ 13 
Rectum, closure of perforation of..........+. 1 
Appendectomy (including perforative appendiciti) . 432 
Appendiceal abscess, incision and drainage of... . 13 
Meckel’s diverticulectomy 10 
Abdominal exploration, drainage of abated 

abscesses, etc. ...... ° 20 
Intestinal obstruction, simple, release of........ 12 
Herniorrhaphy, strangulated 19 
Secondary wound closure .......-...+2+000% 2 
Duodenal diverticulectomy 2 
Fixation of recurrent prolapsed rectum........ 1 


Intussusception, release of, with associated opera- 
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1,643 CONSECUTIVE MAJOR SURGICAL OPERATIONS IN A SMALL COMMUNITY HOSPITAL 


Many communities, such as ours, can support 
full-time general surgeons and are attractive loca- 
tions for men who have had sufficient training to 
qualify for the American Board of Surgery. The 
needs of smaller communities can best be met by 
“surgeons who are general practitioners.” Sugges- 
tions for the surgical training of men for small 
communities have been offered. 


Operation Operations 


BILIARY TRACT AND LIVER SURGERY 
Liver, left lobectomy (with gastric suture, etc. 


1 
Liver, closure of traumatic rupture of.......... 3 
5 
Cholecystectomy and choledochostomy......... 61 
Choledochojejunostomy 1 


Pancreatico ct 


GYNECOLOGIC SURGERY 


Perforated uterus, closure of.............+% 1 
Hysterectomy, abdominal 91 
Hysterectomy, vaginal ...... 48 
Perineorrhaphy and other major fats procedures 58 
Salpingectomy and salpingo-oop ctomy..... ° 36 


Oophorectomy and ovarian cystectomy 
Uterine suspension 


GENITOURINARY TRACT SURGERY 
Nephrectomy and nephroureterectomy......... 
Plastic operations, kidney pelvis............. 
Pyelolithiotomy and ureterolithiotomy.......... 
Uretero-vesical anastomosis 
Penis, plastic repair, avulsion of skin of........ 
Perinephritic abscess, incision and drainage of... 


ORTHOPEDIC AND TRAUMATIC SURGERY 
Open reductions, major fractures............ 108 
Amputations, major 


: 
34 


1S SURGERY SO SACROSANCT? 


BY EDWIN MATLIN, M.D. 


As more hospitals in more and more cities close 
their staffs to the general practitioner, it becomes 
important for the profession to review the trends 
that led to this pernicious practice so that a noble 
profession does not degenerate into groups of trade 
unions, each jealous of its rights and privileges, 
who flock together for mutual protection against 
a suspected intruder. 

Years ago, before the days of the specialist, each 
man did as he desired, with only his conscience 
to “say him nay.” As surgery and surgical tech- 
niques became more involved and complicated, 
groups of men felt the necessity for some control 
and some regimentation so that the unsuspecting 
patient did not suffer at the hands of an ambitious 
novice. These men banded together, and as the old- 
timers went to what we hope was just reward, 
these organized surgeons and surgical staffs made 
newer aspirants fulfill certain obligations of train- 
ing. This was a just system, since some surgical 
techniques require a definite amount of skill, and 
this skill must be acquired under supervision and 
training. 

Certain individuals, inordinately proud of this 
acquired skill, and with none of the humility be- 
fitting worthy teachers, took it upon themselves to 
interpret the rights of surgery by dogmatically 
stating that all cutting operations performed in the 
hospital belonged to the surgeon. Since this sur- 
gical staff made the rules and regulations, this was 
easily accomplished. And yet, the glib manner in 
which it was done was not quite as honest as it 
should have been. If a surgical technique is be- 
yond the skill of a physician and detrimental to 
the heaith of the community, it is wrong whether 
done in the hospital or in the office. 

If a circumcision is beyond the skill of the phy- 
sician and it is denied him in the hospital, then 
he should be chastised by the local medical so- 
cieties if he performs it in the office. But, un- 
fortunately, it appears to be wrong only when it 
usurps the rights of the surgeon. 

But, in reality, do these surgical techniques in- 
volve as much learning and skill as some surgeons 
profess? It may be wise to say that a gallbladder 
requires a specialized technique, but how does the 


morbidity or mortality of a hemorrhoid or circum- 
cision compare to that of a delivery? In this in- 
stance the surgeon says it is all right to do deliver- 
ies. It is difficult to conceive of a general practi- 
tioner with moderate amount of training to en- 
counter either morbidity or mortality in doing hemor- 
rhoidectomies. Yet, we are forced to do them 
in the office because the surgical staff denies the 
general practitioner these privileges, but says noth- 
ing about maternity privileges despite the higher 
mortality and morbidity. (Whereupon the special- 
ist obstetrician then complains that the general 
practitioner is unable to perform deliveries from a 
technical standpoint!) A diagnostic curettage is 
usually an office procedure which requires a mod- 
erate amount of skill. Some men would prefer the 
convenience of the hospital and anesthesia for the 
patient's comfort but are forced to do it in the 
office because the privilege is denied them. 

Let us go a bit further. When the other special- 
ists, men who were originally designed to aid the 
general practitioner, found that the surgeons’ sys- 
ter. served to, shall we say, centralize power, they 
followed suit. Suddenly then, despite the fact that 
for centuries the general practitioner had tended 
children, he became unfit. For years, general prac- 
titioners had delivered babies, and suddenly this 
privilege was frowned upon—to the amazement of, 
first, the general practitioner who, in his role of 
family doctor, did not desire to limit himself to 
one portion of the body, and, secondly, to the 
amazement of the public who suddenly found out 
that its loyal and trusted friend, the family phy- 
sician, was apparently incapable of taking care of 
a really ill patient who required hospitalization. 
For the cuts and sniffles—yes, but more than that 
—horrors! 

Some even shave it a bit finer. They say that a 
have tried to temper what they have done by ex- 
tending the privileges of nonspecialists to the ex- 
tent of allowing them one specialty privilege. That 
is, they are permitted to bring in medical cases but 
not obstetric or, if allowed pediatric privileges, can- 
not care for medical cases. 

Some even shave it a bit finer. They say that a 
general practitioner may do his own fracture work 
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if it does not require a general anesthetic. In other 
words, as long as I use local anesthesia, | am cap- 
able of setting a Colles’ fracture, but if I desire to 
spare the nervous patient the added strain of local 
anesthesia by using Pentothal given by the same 
skilled anesthetist whom the surgeon uses, I am 
then judged incapable. 

While it may be doing the founders of this sys- 
tem an injustice to believe that the closed hospital 
staffs are motivated by selfish reasons alone, who 
can deny that in many communities the newcomer 
is restricted and the older residents have unlimited 
privileges despite inadequate training? It is also 
well known that there are in existence cliques, 
particularly of specialists, who play ball with a 
patient, each one taking a swipe at him until a 
diagnosis is finally made and treatment recom- 
mended which often could have been done by a 
lone general practitioner with a conscience. Is it 
the specialists’ ego that makes them feel the gen- 
eral practitioner has an eye on their crown? 

Many general practitioners have in their offices 
an ECG and an x-ray unit as a means of render- 
ing better service to the patient. This is made 
possible by a friendly cardiologist and roentgenol- 
ogist who aid him in interpreting the difficult 
cases. Neither of these accuse general practitioners 
of trespassing. Why should the surgeon, or other 
specialists who deny us the right to practice on the 
grounds we have insufficient experience, refuse us 
the opportunity to acquire this experience? 

Many general practitioners have no surgical or 
obstetric aspirations, but do feel that patients who 
want them to do certain procedures are entitled to 
have them done as the general practitioners’ parents 
did for their parents. Excision of a cyst by a general 
practitioner, in a hospital, will cost a fraction of 
what the specialist charges, and that goes for many 
procedures. 

Ask a specialist and he will state emphatically 
that his stand is right, is in the best interests of the 
patient—although maybe some general practitioners 
should be permitted certain privileges—“but what 
can he do? Rules are rules. .” 

There is much he can do, if he so desires. Even 
such august bodies as the A.M.A., the American 
College of Surgeons, and the American Hospital 
Association recognize the injustice by approving 
the plan of the American Academy of General 
Practice for General Practice staffs. But mere ap- 
proval is not sufficient. This is a passive recogni- 
tion. Their action must be more positive and per- 


haps compulsory. And while on the topic, do those 
schools having a residency in general practice, as 
suggested by the American Academy of General 
Practice, have also a general practice staff in their 
hospitals? If obstetrics and surgery are to be arbi- 
trarily taken from the general practitioner, why is 
so much of the medical school curriculum wasted 
on these phases, when it could be put to better ad- 
vantage? 

When the public, which has already sensed the 
lack of harmony between general practitioner and 
specialist, becomes aware of a definite rift, and this 
day is approaching, then they may ask themselves, 
“What use do I have for a doctor who cannot treat 
me in the hospital?” and, “I cannot afford a spe- 
cialist continually—let the Government supply one 
for me.” 

The solution is obvious. Set up a merit system 
and show us how to earn the privileges to which 
we feel we are entitled, but do not shove arbitrary 
rules and regulations down our throats. And, by 
the same token, do not poach on our preserves by 
taking over the rights, privileges, and practices of 
the general practitioner. 

Let general practitioner and specialist realize— 

1. That both are important to our system of 
medicine and both fulfill a spot in the patient's ex- 
istence that cannot be usurped by the other with- 
out detriment to the profession; 

2. That the majority of the members of the 
American Academy of General Practice did not 
climb on the bandwagon for a free ride. We are 
conscientious practitioners with a full realization 
of our responsibilities and shortcomings, and desire 
an opportunity to improve them; 

3. That because of the very nature of referrals 
which are usually made to a friend who is a special- 
ist, only one individual can suffer a financial loss, 
and as a friend he will not object to helping us im- 
prove our ability; 

4. That the patient objects to being shunted to 
a stranger's care when he desires his family doctor's 
interested care; 

5. That the time has come for us to mend our 
roads and fences, because if the patient decides to 
do it by Federal aid, the round trip of the dollar 
to Washington and back will leave half of it in 
Washington; and 

6. That most of us are general practitioners be- 
cause of choice and not by default . . . that we 
have a cherished memory of past history of general 
practice and unlimited faith in its future. 


i 
% 
i 
; 


TRENDS AND EVENTS IN THE 


New Portents on Health Insurance Front 


On the medicopolitical sector of the national health 
front, events of December made one thing quite 
clear—even though it is paradoxical. Precisely this, 
that while government health insurance will make 
little or no legislative headway through Congress in 
1952, the issue will be argued back and forth with 
greater fierceness than ever before. 

The year just past might be described as one of 
desultory skirmishes, if not an outright “cease fire,” 
as far as this internal war over an important princi- 
ple was concerned. But events of the past few weeks 
portend lively action. These were: (1) Senator 
Robert A. Taft’s speech before Los Angeles clinical 
session of American Medical Association; (2) def- 
nite signs that Oscar R. Ewing is girding himself for 
large-scale hostilities; (3) A.M.A.’s decision to 
budget approximately $250,000 for its National 
Educational Campaign in 1952; (4) launching of a 
nongovernmental, two-year survey of costs of fi- 
nancing hospital care in this country. 

Significance of Taft's December 3 address does 
not lie in its placement of nation’s strongest Republi- 
can on record against compulsory health insurance; 
his views on this subject already were well known. 
Rather, coming as soon as it did after Governor 
Warren’s reaffirmation of support of that type of 
medical care, it joined an issue that may play a key 
role in selection of a Republican nominee for Presi- 
dent. 

The Ewing angle lies in a speech, hardly noticed 
outside this city, which he gave on December 7 be- 
fore a federation of local Negro civic groups. He 
decried “attacks being made upon the efforts of the 
American people to safeguard their health” and re- 
iterated his indorsement of national health insur- 
ance. Here, again, what was said by the speaker 
was not news. The point is that ever since last 
spring Ewing had refrained from taking the plat- 
form to promote his pet project, as the result of a 
secret agreement made with Democratic members 
of the House subcommittee that handles Federal 
Security Agency's annual appropriations. But as of 
December 7, apparently, the “truce” was ended, 
probably signalling commencement of a fresh effort 


NATION’S CAPITAL 


by the Administration to indoctrinate voters in the 
virtues of medical care underwritten by Washing- 
ton. 

“There are people in this country,” said the Fed- 
eral Security Administrator, “who do not care 
whether or not we have enough doctors to go 
around, who do not want to see any serious steps 
taken to relieve the shortage of doctors. I believe 
there are people in this country who do not under- 
stand, and do not want to understand, the crying 
problem of the cost of medical care. This is one of 
our greatest medical problems today—not the quality 
of medical care but the cost of medical care—and 
there are few families in this country which have 
not been hit in their pocketbooks when serious ill- 
ness struck.” 

His speech coincided with the A.M.A. meeting 
in Los Angeles. It requires little imagination to de- 
duce whom Ewing meant by “people in this coun- 
try.” Although clear signs have been given by Presi- 
dent Truman’s Budget Bureau that the tremendous 
cost of a government health insurance program pre- 
cludes its being requested of Congress for the com- 
ing fiscal year, Ewing's speech indicates there has 
been no backdown on principle. In this year of 
national elections, all is now a matter of timing 
and expediency. 

That the A.M.A. is fully appreciative of that fact 
and has not permitted any relaxation of vigilance is 
shown by its decision to allocate a large sum for the 
National Education Campaign in the new year. 
While the amount ($250,000) is well below that 
expended in 1951, it is regarded as ample to carry 
out a well-rounded program for another 12 months. 


Hospital Survey Underway 


Finally, but far from least, in this capsule sum- 
mary of recent developments, are the potentialities 
of the hospital survey which formally got underway 
in the nation’s capital on November 29 with the 
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first meeting of the Commission on Financing of 
Hospital Care. Gordon Gray, president of the Uni- 
versity of North Carolina, is chairman of the group, 
among whose members are physicians and laymen 
representing different areas of thinking on medical 
economics. Dr. George Baehr, head of Health In- 
surance Plan of Greater New York; Dr. Paul R. 
Hawley, director of American College of Surgeons; 
Dr. Charles F. Wilinsky, Boston hospital adminis- 
trator, and Dr. Morris Fishbein are four of the com- 
mission’s 31 members. 

Although chief objective of the study, sponsored 
by American Hospital Association and financed by 
contributions from philanthropic foundations, vol- 
untary associations, and insurance companies, is to 
examine the economic side of hospitalization, it is 
inevitable that costs of medical care will be ex- 
plored. Similarly it will go into professional staff 
policies, a subject that may well prove to be as 
controversial as patient charges. 

Likely to add fuel to the waxing debate over 
national health insurance and allied proposals is 
the comprehensive report on the nation’s medical 
care and hospitalization facilities which is sched- 
uled to be published in the near future by Brook- 
ings Institution of Washington. The treasury of 
statistics, facts, and analyses that the report will 
contain represents findings of an objective investi- 
gation launched more than two years ago. Its intent 
was neither to stimulate nor decelerate any move- 
ment for government-sponsored medicine but, 
rather, to gather and present virtually all docu- 
mented data available on the general subject of this 
country’s health. It may be safely assumed that 
when this material is published early this year, it 
will be utilized liberally, however, by partisans on 
both sides. 


In the meantime, anticipation is keen as to the 


Wide World Photos 


Senator Taft 


manner in which a new session of Congress will 
attack the pile of medical care and national health 
issues on its holdover calendars. To mention some 
of them: reorganization of system of providing health 
and hospital services for dependents of military per- 
sonnel; revival of World War II program of paying 
obstetric bills of servicemen’s wives, also defraying 
infant care expenses; Federal subsidies for schools 
of medicine, public health, nursing, and dentistry; 
increased financial support of local public health 
agencies throughout the country. 

With reference to new business, the most pro- 
vocative question is whether Congress will give 
serious consideration to an overhaul of the Veterans 
Administration’s huge and still expanding system 
of hospitalization and medical services. Pressures 
of an election year to reduce government spending 
will be great. No less certain, however, are the 
hazards politically of, say, restricting VA’s medical 
benefits to service-connected disabilities. Coming 
events apropos of that delicate subject will be 
awaited with interest. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. Op- 
pressive taxes will eventually destroy the freedom of our democracy. Let’s do something about it! 
The Hoover Commission found, for example, that: 

Five separate federal hospitals were operated in New Orleans with 1,620 beds. When surveyed 


they had 913 patients. 
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IMPROVE THE RECEPTION ROOM 


BY R. Cc. HANNON 


Some astute observer has suggested that physician's 
reception rooms are the profession's greatest source 
of bad public relations. Poor jokes about dull wait- 
ing rooms, out-of-date magazines, and the boredom 
of long periods of waiting to see the doctor are as 
numerous as those about mothers-in-law. 


One physician in Denver, Colorado, however, has 
done something constructive about this situation. 
Dr. Robert Bell determined first of all that if his 
patients wanted to read last year’s magazines they 
would have to go to the dentist’s office across the 
hall. He had three magazine racks installed in his 
reception room. The first one contains nothing but 
comic books of the Walt Disney-Donald Duck va- 
riety—he is careful to see that none of the sensa- 
tional, blood and thunder type of publications are 
included. In all, there are usually a couple of dozen 
books of this type in the rack and he has found 


them extremely effective in keeping small patients 
absorbed and quiet during the tedious waiting 
period. A second rack contains publications that 
will appeal to the women patients: Good House- 
keeping, Woman's Home Companion, American 
Home, and similar magazines of this type. The 
third rack caters to the masculine interest with such 
publications as Popular Mechanics, Hunting and 
Fishing, Argosy, Newsweek, and Esquire. All of 
these magazines are current issues and while Dr. 
Bell’s subscription bill for the year is not a modest 
one, he feels that it pays off in relaxed, contented 
patients. 

The doctor’s second innovation was to place a 
small table with a portable typewriter in the re- 
ception room with a supply of plain bond paper 
and envelopes. He finds that most businessmen and 
housewives make frequent use of this “guest type- 
writer” to dash off short letters or write themselves 
memos while they are waiting their turn in his 
examination room. 

Pleased with the results of these changes Dr. 
Bell’s latest idea has been the introduction of an art 
gallery! Discovering that a number of his patients 
make painting and drawing a hobby, he installed a 
bulletin board on one wall of the reception room 
and then invited the patients to bring in their work 
for exhibition. He has been surprised at the amount 
of good material which has been submitted for dis- 
play—ink, pencil, crayon, water color, and even oil. 
The subjects have included animals, landscapes, 
portraits, and even a few ventures into the field of 
the abstract. 

He especially welcomes the work of his children 
patients, particularly when the sketches have been 
done while the child was confined at home or in 
the hospital. The exhibit is changed about every 
seven days and has become the first center of in- 
terest to waiting patients, particularly those who 
make weekly visits to the office. 
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After Hours 


BY EDWIN I. POOLE, M.D. 


“Going to the symphony Sunday night?” 


Ir was the evening's tag-match event, and while 
two of the wrestlers paced restlessly along their 
assigned area of ring apron, their respective partners 
were sprawled in mortal combat. At the moment, 
a bearded giant was busily engaged in dismember- 
ing his opponent. The latter, a good-looking blond 
Adonis, was truly in a bad way. He was helplessly 
pinned to the rough canvas, his handsome face, 
now distorted by pain and rage, being pressed into 
the grime and rosin of the mat. A hairy knee was 
solidly clamped in the region of his lumbar spine. 
With his left arm he kept beating a furious stacatto 
on the canvas, a bitter S. O. S. in protest to the in- 
human treatment being accorded his right arm. 
This extremity was firmly gripped by the Bearded 
One and was being painfully forced upward and 
back . . . back . . . back—defying all the laws of 
joint physiology. In this vice-like grip, his fingers 
were turning a dusky blue while the skin about the 
shoulder joint, which now appeared ready to jump 
its socket, was assuming a dead, gray-white hue. 
Suddenly, mustering superhuman strength, the 
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WRESTLING AS A THEATRICAL ART 


Blond managed to free himself. Even the Beard 
registered genuine surprise at losing his quarry. 
Everyone in the arena fully expected to see him 
still clutching the arm of his escaped opponent. 

While the other member of the tag team rushed 
in to engage the victorious Beard, the beat-up Blond 
could be seen staggering toward the club's physi- 
cian. In a flash, the doctor hastened to his aid, and 
if those fans nearby had been listening, they would 
have heard the following conversation: 

“Here, man, let me take a look at that arm.” 

“Forget the arm and do us a favor, Doc. We are 
all snafued in there. Nobody seems to know the 
score. So while Joe is in there keeping things going, 
how about you asking the boss what team is sup- 
posed to win tonight?” 

And that characterizes the modern sport of wrest- 
ling as it is staged today. How do I know? Well, I 
was the doctor referred to in the above incident. 

Yes, I am the Wrestling Club's physician. Six 
days a week I minister to the various ills that keep 


“Forget the arm, Doc . . 
who's supposed to win the match tonight?” 


- ask the boss 
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“At the first opportunity the vil- 
lain will pull some illegal trick.” 


a G.P. hopping, but on Wednesday night, I pack 
a little black bag, turn my calls over to a colleague, 
and at the local wrestling arena I become part of 
the act. Any reasonably astute observer can tell 
that the grunt-and-groan artists need a ringside 
doctor as much as this world needs another Stalin. 
But the State Athletic Commission rightly requires 
a doctor's attendance at all matches. Besides, I sus- 
pect our presence adds to the carefully cultivated 
illusion of mayhem. In all the years that I have lent 
my professional support, | have never had to treat 
a wrestler for anything more than a postnasal sinus 
drip. 

Take the bout I mentioned above. I was still 
apprehensive over the Blond’s arm, so after the 
match, I hastened to the dressing room to make sure 
I was not neglecting my professional duty. One 
look forever convinced me of the acting ability of 
the professional wrestler. There they were taking 
showers and singing and joking together. In one 
stall were the savage opponents of a few moments 
before, having a friendly conversation about sting- 
ray bites. And, oh yes, the Blond’s arm was not even 
blemished! 

However, an occasional accident does happen. 
For instance, in one of my first bouts, a wrestler 
approached me before his stint in the ring, and 
asked: 

“Hey, Doc, why can’t I straighten out this arm?” 

He informed me that he had fallen on his elbow 
three weeks previously and it had grown worse. 
Examination revealed definite limitation of exten- 
sion with tenderness over the medial end of the 
humerus. X-rays showed a fracture of the internal 
epicondyle with a chip lodged in the joint. Surgery 


straightened him out again. 


So the boys do get hurt once in a while, but, be- 


lieve me, only by accident. How can they do such — 


horrible things to each other and not get hurt? The 
answer is they have been doing it for years. They 
know how to fall and are past masters in the art 
of putting on an act of anguish and mortal pain. 

This gross deceit is performed with such finesse 
that even ringsiders can be fooled. But on television, 
they can really make it look good. The expert 
wrestler can fake the TV viewer right out of his 
own living room! 

Why does wrestling draw such big crowds? Sim- 
ply because the boys put on a good show. Aside 
from the showmanship and the carefully rehearsed 
acting, each match is fashioned around a little plot. 
If you’ve noticed, one participant is always the 
villain. This character establishes his assigned role 
of the evening at the onset of the match. He will 
strut around the ring, jeer, and shake his fist at the 
spectators. He will insultingly refuse to shake hands 
with his opponent and at the first opportunity will 
pull some illegal trick. The more successful he is in 
his villain’s role, the louder will he be booed and, 
of course, the fatter will be his paycheck. His oppo- 
nent, on the other hand, will usually be the acme 
of sportsmanship. His phenomenal courage in the 
face of such wicked adversity quickly wins the 
sympathy and wholehearted support of the specta- 
tors. 

Some of the most despicable villains will often 
surprise you outside the ring. One local wrestler 
comes to mind whom we shall call “Sudden Death” 
Harrison. He is a successful villain and looks the 
part, too. His head is bullet-shaped, his brow is 
one-inch high, and he looks like the kind of mon- 
ster who would eat young children for breakfast. 


“Offstage, however, he is suddenly transformed.” 
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In the ring, he plays this role to the hilt. He has a 
repertoire of unscrupulous tricks that would make 
a Russian diplomat drool with envy. Some of the 
more opinionated fans have been known to stone 
and deface his pictures on billboard posters. When 
he enters or leaves the ring, he is accompanied by 
a cordon of police to protect him from the specta- 
tors. Offstage, however, he is a docile, mild-man- 
nered gentleman, one of the most intellectual per- 
sons I have ever met. During waiting periods, he 
can be found in the dressing room reading Cicero's 
Orations in the original Latin. 

Another favorite villain is a well-built athlete 
with a Prussian haircut and name to match. He is 
fond of needling the crowd with an arrogant Hitler 
salute. Actually, he is an M.I.T. graduate in me- 
chanical engineering who finds wrestling more re- 
munerative than his chosen profession. 

But my greatest enjoyment during my Wednes- 
day night stints comes from beyond the ring. To 
me, more amusing than the grunters’ mad antics 
are the volatile reactions of the spectators. Strictly 
fanatic and partisan, they heap picturesque impre- 
cations upon the- wrestler who happens to be in 
disfavor. The female fan is by far the most rabid. 
Mild-appearing ladies whom I personally know to 
be kind, gentle grandmothers will develop claws, 
fangs, and a lust for blood the moment they buy 


their way into a wrestling arena. From the opening 
bell, raw emotions surge to the surface. As one 
wrestler confided one night as he climbed into the 
ring: “The ‘Bloody Turk’ doesn’t worry me, Doc. 
It’s the fans I’m afraid of.” 


“Gentle grandmothers develop a lust for blood.” 


Why do I go when I am fully aware of the sham, 
the carefully prearranged outcome, the lack of 
science seen in most matches today? Well, I find it 
not only amusing, but a thoroughly relaxing pas- 
time, second to no hobby nurtured by man. And 


besides, I get paid for it. 
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IMMORALITY 


THOUGHTFUL surgeons are concerned with the fact that our hospitals and medical schools are 
accumulating mounting deficits. We frequently record the fact that the rich and near-rich no 
longer give frequently to these institutions so necessary to our modern society. And yet, a few 
surgeons are constantly alienating such people from providing the help which we have a right 
to expect that they give. The truth is that some surgeons’ fees are higher than they ought to 
be. This is true now, and it was true in Rome in the Fourth Century, for it was recorded then 
that “where there is a question of fees, the medical officer must take as a standard not what 
men fearing death will agree to pay, but what men recovered from illness will offer.” 

In medicine the adage of charging all the traffic will bear is immoral, and the surgeon who 
does this is doing a great disservice to his profession and the institution in which he works. 
Our profession is expected to be more sensitive to such immoralities, and we should be.—Dr. 
I. S. Ravprn, before the Section on Surgery at the 100th Annual Session of the A.M.A. 
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New Mosby Books 


Handbook of 
PEDIATRIC MEDICAL EMERGENCIES 


“This is a valuable quick reference handbook for both 
pediatricians and general practitioners. It should be within 
easy reach of every physician who has children patients 
. ... Although the book is based upon hospital experience, 
it contains much that should be of value to the general prac- 
titioner caring for cases in the home. Dr. DeSanctis and his 
associates have produced a volume which will be widely 
used and be the meons of saving many lives.’’-—GP—Sep- 
tember, 1951. 


Edited by ADOLPH G. DeSANCTIS, M.D., and CHARLES 
VARGA, M.D. With 11 other Contributors. 384 pages, 
51 illustrations. Price, $5.00 


MODERN HEADACHE THERAPY 


The baffling and often recurring problem of the patient 
with chronic headache is covered with two objectives to 
solve it: (1) Diagnostic methods especially useful in establish- 
ing the cause are explored; (2) The most recent advances in 
treat t are p ted. The book is a useful, practical and 
enlightening source of information for the doctor—with in- 
valuable results for the patients suffering with this common 
and often frustrating symptom. 


Ss P. FRIEDMAN, M.D., 154 pages. Price, 
00 


THE THYROID 


The combined forward ts in the investigation of 
the thyroid have created a wealth of material which Dr. 
McGavack has carefully distilled in this new book. In his 
long study of the subject, he acquired the art of distinguish- 
ing what is useful and important—and the result is a very 
fine book of the utmost value to either student or practi- 
tioner. It actually includes all the existing factual material 
on the important and fascinating subject of the thyroid gland 
both at predetermined levels of physiological activity and in 
diseased states of known type. Surgery is covered in a 
separate section. 


By THOMAS HODGE McGAVACK, B.A., M.D., F.A.C.P., 
646 pages, illustrated. Price, $13.50 


PEDIATRIC MEDICAL EMERGENCIES—$5.00 
MODERN HEADACHE THERAPY—$4.00 
THE THYROID—$13.50 


() Enclosed find check. 


THE C. V. MOSBY CO., 3207 Washington Bivd., St. Louis 3, Missouri. 


Please send me: 


METABOLIC METHODS 
Clinical Procedures in the Study of Metabolic Functions 


GP’s will find valuable help in this new book for its ob- 
vious merit in the diagnosis and treat t of di De- 
tailed methods which have proved useful in the experience 
of the authors during fifteen years of research in labora- 
tory and field on various aspects of li taboli 
—particularly that of human beings in health and disease— 
are presented in fine appreciation of order and accuracy. 


By C. FRANK CONSOLAZIO, ROBERT E. JOHNSON and 
EVELYN MAREK. 471 pages, illustrated. Price, $6.75 


HUMAN BIOCHEMISTRY—Third Edition 


The success of Dr. Kleiner's book in its former editions 
was due to his wise foresight in considering physiological 
chemistry not as a pure science—but by applying the prac- 
tical, clinical aspects. Many changes and additions have 
been made in this edition to make it even more useful. 
Kleiner's style is smooth and facile (never ponderous)—and 
his book is an easy, ready source of basic reference material. 


By ISRAEL KLEINER, Ph.D., 694 pages, 83 illustra- 
tions (5 in color). Price, $7.00 


Management of FRACTURES, 
DISLOCATIONS AND SPRAINS—Fifth Edition 


Known since 1934 as the ‘Fracture Bible’’—nationally and 
internationally—this new Fifth Edition represents, as never 
before, the insurance you and your patients need on all 
types of fractures, dislocati and sprai Th ds of 
doctors all over the world have used it in fracture emer- 
gencies, and their patients have enjoyed restoration of 
function in the shortest time through its efficient methods 
of treatment. To do justice to the emergency treatment of 
fractures, you need a truly representative work of the 
modern and up-to-date methods—and Key-Conwell fills that 
reed now and will continue to do so for many years to 
come. 


By JOHN ALBERT KEY, B.S., M.D., and H. EARLE 
CONWELL, M.D., F.A.C.S. 1232 pages, 1195 illustra- 
=. (over 300 new ones in this edition). Price, 
16. 


METABOLIC METHODS—$6.75 
HUMAN BIOCHEMISTRY—$7.00 
FRACTURES, DISLOCATIONS AND SPRAINS—$16.00 


() Charge my account. 


GP @ Volume V, Number 1 


GP 1-52 
va 


Che Practitioner’s Bookshelf 


Angina Pectoris and Myocardial Infarction—with Special 
Reference to the Autonomic Nervous System. By 
Heymen R. Miller, M.D. Pp. 336. Price, $8.75. Grune 
& Stratton, New York, 1950. 

The author has done a splendid job of reviewing 
and co-ordinating the tremendous mass of knowledge 
concerning the innervation of the cardiovascular sys- 
tem and the physiologic and pathologic alterations of 
this complicated apparatus. No internist interested in 
cardiology or specialist in cardiology should go with- 
out this book. 

The author’s concept that the autonomic nervous 
system functions by a unitary or mass action to pro- 
duce wide and varied clinical manifestations is in- 
triguing and convincing. The anatomic drawings are 
impressive. The correlation of anatomic and physio- 
logic factors with clinical problems is enlightening. 
The breadth of the subject matter may be too great. 
Perhaps the author has attempted too much for one 
volume. The book might better have been confined to 
anatomic, physiologic, and pathophysiologic considera- 
tions of the innervation of the heart and blood vessels. 
The chapter on the treatment of myocardial infarction 
leaves something to be desired. For instance, the dis- 
sertation on the treatment of shock is sketchy and not 
quite up-to-date. Nonetheless, this reviewer is very 
favorably impressed with the book. 

—Wat ace M. Yarter, M.D. 


Surgical Forum. American College of Surgeons. Pp. 665. 


Price, $10.00. W. B. Saunders Company, Philadel- 


phia, 1951. 


In 1941, at the suggestion of Dr. Owen H. Wan- 
gensteen, the American College of Surgeons insti- 
gated the Surgical Forum at its annual meeting. It 
has given the younger surgeons the chance of present- 
ing their research problems to an audience of surgeons. 

This year, for the first time, the proceedings of the 
Forum, presented at Boston in October, 1950, are 
published in one volume. All papers are on research 
problems; all are limited to 3,000 words or less. Sev- 
eral hundred contributed to this volume which is 
divided into twelve sections. 

The abstracts are very short and are published this 


GP @ January, 1952 


way either because of the excessive length of the 
original paper or the delay in preparation. 

Many papers are original, ingenious, and very in- 
teresting; most of them are related to experimental 
work in dog surgery. Some articles are well illustrated 
with original drawings, photographs, photomicrographs, 
and tables. Those who are especially interested in 
surgery and who are desirous of having available the 
best in recent research in any particular field of sur- 
gery, will find this book extremely valuable and in- 
teresting. —U. R. Bryner, M.D. 


Poisons. Their Isolation and Identification. By Frank 
Bamford. Revised by C. P. Stewart. Pp. 316. Price, 
$5.50. 3rd Ed. The Blakiston Company, Philadelphia, 
1951. 

This book is exactly what the author intended it to 
be, namely, a manual of laboratory methods for the 
detection of poisons. It was written by a toxicologist 
after many years of practical experience. It reflects 
that area of the world which uses vegetable drugs to 
a degree that they are almost a household knowledge. 
Their effects are not as well known, and this gives a 
medicolegal chemist a very wide field of practice in 
the pharmacologic and toxicologic study of their active 
ingredients and identification. 

It is evident that the everyday poisons of industrial 
localities, as found in American life, were a rarity in 
the area where Mr. Bamford developed this work. 

The poisons discussed in this book are divided into 
seven groups, and classified according to the methods 
used to isolate them from the tissues and excreta. 

The disparity in the treatment of these seven groups 
is to be expected, where so much material is crowded 
into so small a volume. A greater relative emphasis is 
laid on the nonbasic organic and alkaloidal poisons. 
For instance, the whole of Chapter X is devoted to an 
excellent systematic scheme for the identification of 
the alkaloids. 

The older methods of analysis are well emphasized 
and a glossary of the newer elements are given to some 
degree. 

The American field, because of its widely divergent 
toxic chemicals in both medical and industrial applica- 
tions, and the Medical Examiners’ System which is 
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Four factors are now recognized 
in the treatment of peptic ulcer... 


Neutralizing hyperacidity. KOLANTYL includes a superior 
antacid combination (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) for two-way, balanced antacid activity. 


Protecting the crater. KOLANTYL includes a superior de- 
mulcent (methylcellulose, a synthetic mucin) which forms a 
protective coating over the ulcerated mucosa. 


Blocking spasm. KOLANTYL includes a superior antispasmodic 
(Bentyl) which provides direct smooth-muscle and parasym- 
pathetic-depressant qualities .. . without “belladonna backfire.” 


Inactivation of lysozyme... with a proven antilysozyme, 
sodium lauryl sulfate. Laboratory research’** and clinical 
results‘ indicate that the enzyme lysozyme is one of the etiologic 
agents of peptic ulcer. By inhibiting or inactivating lysozyme, 
KOLANTYL—and only KOLANTYL—provides the important 


4th factor toward more complete control of peptic ulcer. 


DOSAGE: Two tablets every three hours as 
needed for relief. Mildly minted, Kolanty] tablets 
may be chewed or swallowed with ease. 


New York - CINCINNATI - Toronto 
1. Meyer, K. et al. Am. J. Med. 5:482,1948. 2. Wang, K. J. and Grossman, M. I. Am. J. Phys. 155:476,1948. 3.Grace, W. J. Am. J. Med. Sc. 217:241,1949. 
4. Hufford, A. R. Rev. of Gastroenterology, 18:588, 1951. Trademarks “‘Kolantyl,” ““Bentyl” 
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fortunately replacing the Coroners’ System throughout 
most of the country, makes it a duty for the medical 
examiners to investigate not only violent deaths due 
to trauma, but suspicious deaths occurring in industry. 
Thus the important field of industrial toxicology has 
to be covered by some good reference book. For years 
the reviewer has been attempting to have prominent 
toxicologists, connected with the efficient medical ex- 
aminers’ offices, write a good American text covering 
the work of the medical examiner, as there is no good 
book presently in the American field. We hope indus- 
trial toxicology, which is just in its infancy, will soon 
be covered in authoritative treatises. 

The Bamford book is excellently written. The fore- 
word which was written by Sir Sydney Smith, an out- 
standing British medicolegal pathologist, is sufficient 
commendation for the book. Until there are better 
books in the American literature covering the type of 
cases examined by our medical examiners, this book is 
highly recommended for the reference library of med- 
ical examiners, coroners, physicians, police crime lab- 
oratories, lawyers, and others interested in legal medi- 
cine. 

—Harrison S. Martranp, M.D. 


Medical Group Practice in the United States. By G. Hal- 
sey Hunt, M.D., and Marcus S. Goldstein, Ph.D. 
Price, $0.75. Publication No. 77. Federal Security 
Agency, Public Health Service, Washington, D. C., 
1951. 


This is a report of data collected in a questionnaire 
survey in 1946 from 368 private medical groups in the 
United States, probably a close approximation of the 
total groups active that year. The data collected cover 
size and locations of groups, gross and net income, 
income distribution, expenses, patient loads, and 
number of physicians according to specialties within 
the groups. Tables and charts are used throughout the 
report to present summaries of the data, and twenty- 
four additional tables are given in the appendix. 

This is undoubtedly the most complete statistical re- 
port on private group practice ever made. No conclu- 
sions are presented by the authors as to the organiza- 
tion or operation of a group, although the data and 
the answers to questions from the groups are con- 
densed, analyzed, and presented in averages or sum- 
maries to indicate the experience and opinion of the 
physicians engaged in group practice. For example, the 
physicians were asked to state the advantages and dis- 
advantages of group practice. Their opinions are listed, 
ranked according to frequency. 

The growth of group practice is also tabulated over 
the period from 1932 to 1946, an increase from 239 
to 360 with an estimate of 500 for 1950. 

Any physician in group practice, or planning to en- 
ter such a type of practice, would find much useful 
data in this report. 

—Cuartes E. Nyserc 
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Proceedings of the First Conference on Electrokymog- 
raphy,1950. Federal Security Agency, Public Health 
Service. Publication No. 59. Price, $0.75. United States 
Government Printing Office, Washington, D. C., 1951. 


As the title indicates, these are the proceedings held 
on May 25-26, 1950, in Bethesda, Maryland, under 
the sponsorship of the National Heart Institute. 

The electrokymograph is an instrument for record- 
ing the movements of the heart and great blood ves- 
sels. It can also record the thinning and thickening 
of the ventricles. At present it is a research tool and 
the conference record is an exchange of ideas between 
experts. 

—Nicuotas J. Corsonas, Jr., M.D. 


The Clinical Use of Testosterone. By Henry H. Turner, 
M.D. Pp. 69. Price, $2.25. Charles C Thomas, Spring- 
field, Ill., 1950. 

This is an excellent little volume containing just 
the sort of information that physicians want in regard 
to the possible uses of testosterone. There is a chapter 
on its physiologic effects on the various parts of the 
body. Tremendous changes can be produced in the 
lower animals by the injection of testosterone. For 
instance, a hen can be pretty much changed into a 
rooster. 

Turner agrees with other writers that testosterone 
helps the hypogonadal male but it has little effect on 
normal men. Testosterone will confer potency upon 
hypogonadal men, but it cannot be counted on to re- 
store potency to aging men who have previously been 
normal. In such older men, psychic factors greatly 
affect the potency. 

It is curious that although testosterone will cause 
atrophy of the pelvic organs in women, it can greatly 
increase their libido. Testosterone can be useful in 
cases of endometriosis, of uterine fibroids, or of cancer 
of the breast. 

There is a good description of the improvement 
which comes to eunuchoid men or boys when given 
testosterone. 

—W. C. Atvarez, M.D. 


The Medical Clinics of North America: Symposium on 
Obstetrics and Gynecology. Edited by William E. 
Studdiford, M.D. Pp. 311. W. B. Saunders, Phila- 
delphia, 1951. 


Like most of the preceding issues of Medical 
Clinics, this New York number meets the same high 
standards of selection, interest, and reader appeal that 
we have come to expect from these monographs. In 
my opinion, however, this issue lacks the authoritative 
punch found in previous symposia of this classical 
series. There also exists a noticeable imbalance in 
choice of material appearing herein. Three-fourths of 
the symposium is obstetric, dealing with most of the 
medical problems that complicate or are complicated 
by pregnancy, such as syphilis, diabetes, tuberculosis, 


‘ 


in the office... 


sick people 
need nutritional support 


cardiorenal diseases, urologic disorders, the toxemias, 
obesity, isosensitivity, and uterine inertia. The few 
pages on gynecologic problems cover such time-hon- 
ored subjects as infertility, dysmenorrhea, functional 
uterine bleeding, and the clinical recognition of cancer 
of the cervix. Obstetric pathology occupies its usual 
step-child position consisting of one solitary paper. 
This article, however, thoroughly covers the ever- 
important subject of water and electrolyte balance with 
particular reference to the role of potassium in ges- 
tation. 

For some obscure reason, there also appears in this 
issue a formidable tome on Rocky Mountain spotted 
fever. How this irrelevant subject has managed to 
find its way into an obstetric symposium eludes me 
unless it was thrown in as a bonus—a sort of double 
feature movie with dishes as the door prize. 

In summary, the various subjects have been well 
chosen although the contents might have been better 
balanced. The authors have covered their assignments 
admirably, presenting an earnest, comprehensive re- 
view of the current literature. On this basis this edition 
of Medical Clinics might be recommended as a re- 
fresher for the busy practitioner with obstetric lean- 


ings. —A. R. Marsicano, M.D. 


The Modern Women’s Medical Guide. Edited by Aaron H. 
Horland, M.D., and Charles S. Steinberg. Pp. 393. 
Price, $3.50. The World Publishing Company, New 
York, 1951. 


The quickest and easiest way to produce a book is 
by means of scissors and paste pot. Eight pages in this 
one appear to be original, the remainder was printed 
previously elsewhere. The editors intended it to answer 
questions which women might ask physicians. Much 
of the material applies as well to men. This is true of 
the chapters on selecting a physician, aching back, 
headache, constipation, allergy, and other subjects. 
There are, of course, chapters on the uterus, menstrua- 
tion, advice to brides, sex adjustment, and even plastic 
surgery. Many subjects are covered in the 32 chapters. 
Of 372 pages of actual text, 165 were written by 
physicians, and 207 taken from lay articles or publica- 
tions of some organization such as the American Can- 
cer Society, the Children’s Bureau of the Federal Se- 
curity Administration, or the Metropolitan Life Insur- 
ance Company. The result is a hodge-podge of in- 
formation, some presented well and some poorly. 

It is not all as modern as the title would indicate. 
The content of one chapter discussing syphilis bears 
out its date of original publication—1936. Nuggets do 
appear, as the chapter by the inimitable Paul Popenoe 
on “How a Wife Can ‘Manage’ Her Husband.” 

To be sure, the book has possibilities as something 
to hand a puzzled patient with a curt, “Here, read 
this, maybe it will help you,” but there are other ways 
to do it. The kind of advice offered in this volume is 
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-usually much better given by the interested physician 
in his own words and with the warmth of his personal 
understanding. Even the printed pages would have 
been much improved had they come directly from the 
pen of Dr. Horland. The small sample of his work is 
distinguished by a simplicity of style and easy reada- 
bility which should have been applied to the entire 
volume. 

—Hersert L. Hartrey, M.D. 


Medical Entomology. By William B. Herms, Sc.D. Pp. 
643. Price, $9.00. 4th Ed. The Macmillan Company, 
New York, 1950. 


This is the fourth edition of a book which had its 
origin more than forty years ago and which appeared 
as a first edition entitled Medical and Veterinary En- 
tomology in 1915. The revisions for this edition are 
said to be extensive, a statement which may well be 
believed in view of the rapid expansion of knowledge 
pertaining to arthropods, and because of changes in 
control technique due to the discovery of new insecti- 
cides. 

After the first several chapters, which are more or e 
less introductory to the main portion of the book, the 
author considers the various important arthropods in “* . 5 
successive chapters. As might be expected, there is con- 


\ j 


siderable emphasis on the mosquitoes and ticks. No in the clinic ee ; 3. 
attempt is made to consider the details of the many by 
diseases which are mentioned in the text. This is 4 
commendable because the work is therefore kept within . k { 

reasonable limits of size. Sic peop e 


From start to finish there is a strong practical ap- a 44 
proach. The methods for control of diseases trans- need nutritional support - 
mitted by arthropods or caused by them are clear and | 
specific. The book is profusely illustrated with good m2 
drawings and satisfactory black and white photo- 
graphs. The author's style plus the publisher's good 
format make reading easy. This is obviously not a 
book for every physician’s library, but is exceedingly 
valuable as a reference for physicians, veterinarians, 4 :; 
zoologists, and agriculture experts. 

H. Hussey, M.D. dosages of all vitamins indicated 


A Textbook of Pathology. By Robert Allan Moore and 
Edward Mallinckrodt. Pp. 1,048. Price, $12.50. W. B. 
Saunders Company, Philadelphia, 1951. 


The second edition of this textbook of pathology 
has brought together the descriptions of gross and mi- 
croscopic tissue changes, related physiologic changes, 
and their clinical correlation in a gratifying manner. 
The arrangement of the book is such that information 
is located readily. It is divided into sections on general 
pathology, diseases due to infectious agents, physical 
agents, chemical agents, deficiency diseases, diseases 
associated with pregnancy, early infancy and old age, 
and systemic (special) pathology. Discussions of dis- 
turbances in metabolism, virus infections, and diseases 
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Full-footed ACE 
Elastic Hosiery fulfills its essential 
function of supporting leg structures in 
a new, extremely effective manner. Its 
positive terminal anchorage at the toe enables the 
hosiery to be drawn on the leg under 
vertical as well as circumferential tension, 
producing a type of lift that can best 
be described as “suspension support”. 


Full-footed ACE 
Elastic Hosiery is not only sheer and 
form-fitted, but it requires no overhose! 
Thus it eliminates the unattractive bulk, 
the uncomfortable weight, and the unsightly 
wrinkles that have made women 
rebel against wearing elastic stockings. 


fashioned by the makers of ACE® Elastic Bandages 


BecTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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due to the various types of deficiency are more exten- 
sive than is usual in textbooks on pathology. Diseases 
are illustrated with large numbers of photographs, both 
in black and white and in color. X-ray photographs, 
diagrams, and graphs are used where advantageous. 

A few diseases and subdivisions of diseases have 
been described briefly, undoubtedly because their rel- 
ative importance does not justify detailed description 
which would require division of the book into addi- 
tional volumes. The numerous desirable features out- 
lined above and the readability of this textbook of 
pathology should make it most useful to the general 
practitioner. 


—Sion W. Ho tey, M.D. 


Atlas of Cross Section Anatomy of the Brain. By A. T. 
Rasmussen, Ph.D. 63 Plates. Price, $5.00. The Blakis- 
ton Company, Philadelphia, 1951. 


This atlas consists of coronal and sagittal sectional 
drawings of the human brain. It covers primarily the 
brain stem, basal gangliar, and paraventricular areas, 
magnified when necessary for clarity. 

Each drawing is faced by a page containing dia- 
grams of the plane of section, thus permitting ready 
orientation of the section in relationship to the brain 
as a whole. 

The drawings are clear and are based upon 100 
sections stained for myelin. The legends and identi- 
fication markings are clear and the drawings are not 
overburdened with labels. The Latinized nomencla- 
ture is adhered to. 

The sagittal sections are less familiar than the cor- 
onal sections but may contribute much needed correla- 
tion in formulating a three dimensional concept of the 
brain’s structure. The continuity between adjacent 
sagittal section, however, is difficult to preserve. 

The pages are unnumbered and the Latinized ter- 
minology adhered to in the index required more study 
for locating less familiar details. Certain details of label- 
ling are omitted presumably to serve simplicity and 
proper emphasis in the teaching of neuroanatomy. 

This atlas makes available at reasonable cost the ex- 
cellent anatomic material of two noted universities in 
a practical form readily adaptable to classroom use and 
to quick review when detail can be sacrificed. 

—Howarp C. Narrzicer, M.D. 


Newer Concepts of Inflammation. By Valy Menkin, M.D. 
Pp. 145. Price, $3.50. Charles C Thomas, Springfield, 
Ill., 1950. 


This is a monograph on the biochemistry of inflam- 
mation. It is a summary of the conclusions Dr. Menkin 
has made from his extensive investigation of this sub- 
ject, on which he is the leading authority. It consists 
of four lectures delivered in September, 1948, before 
the Midwest Seminar of Dental Medicine. The sub- 
jects discussed are: the problem of increased capillary 
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inflammation; the role of the hydrogen ion concentra- 
tion in the development of the inflammatory reaction; 
the role of inflammation in immunity; phagocytosis, 
chemical factors in inflammation; diabetes in inflam- 
mation, and the causes of fever and leukopenia in in- 
flammation. An apparently complete bibliography is 
appended to each chapter. The printing is excellent 
and the illustrations are clear. 

Every pathologist and every physiologist should have 
a copy of this monograph. The reviewer recommends 
it also to all physicians, who are willing to study it 
carefully. It is for the most part well and clearly writ- 
ten, but it is not material for light reading. The re- 
ward of its study will be a good comprehension of the 
reaction of the body to “viable and nonviable irritants” 
—one of the most important subjects in medicine. 
—W. D. Garcn, M.D. 


Practical Clinical Psychiatry. By Edward A. Strecker, 
M.D., Franklin G. Ebaugh, M.D., and Jack R. Ewalt, 
M.D. Section on Psychopathologic Problems of Child- 
hood, by Leo Kanner, M.D. Pp. 506. 7th Ed. The 
Blakiston Company, Philadelphia, 1951. 


This is an excellent book on clinical psychiatry 
presented in a most practical and readable fashion by 
distinguished authorities in the field. The fact that the 
book is in its seventh edition testifies to its wide accept- 
ance and value. The authors have again revised the 
text (though not so completely as in the sixth edition) 
with a view to making the material even more helpful 
to those readers in the medical profession who are not 
psychiatrists. New developments in theory and practice 
have been introduced. The book is written with a 
refreshing freedom from confusing jargon. 

There is an excellent discussion on personality de- 
velopment and function. This is followed by a most 
useful outline of methods of psychiatric examination 
and of systems of classification which will serve to fit 
the individual patient into a dynamic, meaningful re- 
action pattern, rather than into the rigid framework of 
the older system. With this background, the later 
chapters on the various reaction-types are made par- 
ticularly valuable. There is a very full discussion of 
each of the major syndromes. The discussions of the 
organic reaction-type, toxic psychosis, and traumatic 
reactions will make the book worthwhile to any gen- 
eral practitioner, as will the long chapter on psycho- 
neuroses. 

The chapter on psychosomatic medicine is brief but 
presents “certain elementary and perhaps provocative 
considerations.” Actually, as one might expect, through- 
out the whole book, there is much material that can be 
applied in this field. A new chapter has been added 
on “support” psychotherapy, which contains many use- 
ful hints for any physician interested in the personality 
problems of his patients. Finally, one finds chapters on 
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pathologic drinking and the psychopathologic problems 
of childhood. 

The case histories used in illustration of the various 
reaction-types are very good. The bibliography is ex- 
cellent and a particularly valuable feature of the book. 
This is a fine book and a highly worth-while addition 
to any physician’s library. 


H. Dunn, M.D. 


Community Health Education in Action. By Raymond S. 
Patterson, Ph.D., and Beryl J. Roberts, Ed.M. Pp. 346. 
Price, $4.50. The C. V. Mosby Company, St. Louis, 
1951. 


This is an excellent and brief handbook for both 
professional and volunteer workers engaged in com- 
munity health educational programs. The subject mat- 
ter is broken down into logical divisions, and the ma- 
terial is presented in an orderly manner from defini- 
tions of health education through methods, organiza- 
tion, administration, and examples of effective pro- 
grams. 

The book is written in a simple and direct manner 
that makes it very readable and easily understood. 
Any physician concerned with health education would 
benefit by a review of this book, and it would make 
a most practical reference book for chairmen of local 
health education councils or committees. 

E. Nyserc 


ALSO RECEIVED 


Although the editors attempt to publish as many reviews 
of books as possible, space will not permit the review of 
all books received from publishers. 


Statistics for Medical Students. By Frederick J. Moore, 
M.D., Frank B. Cramer, and Robert G. Knowles. Pp. 113. 
Price, $3.25. The Blakiston Company, New York, 1951. 


A Doctor's Pilgrimage. By Edmund A. Brasset, M.D. 
Pp. 256. Price, $3.50. J. B. Lippincott Company, New 
York, 1951. 


Microscopical Diagnosis of Malaria in Man. By Aimee 
Wilcox. Pp. 49. Paper Bound. 2nd Ed. United States 
Government Printing Office, Washington, D. C., 1950. 


Report of the Governor's Study Commission on the 
Deviated Criminal Sex Offender. Pp. 243. State of Mich- 
igan, 1951. 


Approved Laboratory Technic. By John A. Kolmer, 
M.D., Earle H. Spaulding, Ph.D., and Howard W. Robin- 
son, Ph.D. Pp. 1,180. Price, $12.00. Appleton-Century- 
Crofts, Inc., New York, 1951. 


Food and You. By Edmund Siguard Nasset, Ph.D. Pp. 
92. Price, $3.00. Charles C Thomas, Springfield, Ill., 1951. 


Textbook of Veneral Diseases. By R. R. Willcox. Pp. 
439. Price, $5.00.: Grune and Stratton, New York, 1950. 


New and Nonofficial Remedies. 1951. Pp. 782. Price, 
$3.00. J. B. Lippincott Company, Philadelphia, 1951. 
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only one application of 


U R A X blocks the 


“uch-scratch reflex” 
for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.’~® 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.! Not an antihistaminic, not a -caine 
derivative . . . EuRAx is virtually nonsen- 
sitizing and nontoxic,’~* and, importantly, 

yp does not lose its effectiveness after con- 

tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*-"4 Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 Ib. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 

(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 

(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wehnschr. 76:1210, 1946. 

(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 

J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 

49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45 :889, 1949. 


*U.S. Pat. $2,505,681 E-43 
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220 Church Street, New York 13, New York 
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7/2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from u- 
desirable after-effects. Pulse and respiration are slowed 
@ DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 
abolished and the patient can be readily aroused.? 
“CHLORAL HYDRATE produces a normal type of 
sleep, and is rarely followed by ‘hangover’."! 
Dosage: One to two 7/2 gr., or two to four 3% gr. capsules at 
bedtime. 


CAPSULES WYDRATE Fe/lows 


ODORLESS NON-BARBITURATE TASTELESS 


3% gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE — Fellows 


for the patient who needs daytime 
© DAYTIME SEDATION sedation and relaxation with complete 
comfort, 


Dosage: One 3% gr. capsule three times a day, en 
after meals. 3 j qr. 
EXCRETION — Rapid and complete, therefore no depressant after-effects.> 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white capsules. . . bottles of 24's and 100's 
7' gr. (0.5 Gm.) Blue capsules... ............. bottles of 50's 


Professional samples and literature on request 


22 Christopher St., New York 14, N. Y. 


| pharmaceuticals since 1866 
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Academy Reports and News 


AMERICAN 


‘‘PROGRESS 


IN MEDICINE’’ 


Assembly Doctors to Learn Latest 
in Related Sciences 


THERE was a day when the family physician felt 
that he was far removed from the fields of basic re- 
search . . . when it took a long time for the products 
of the laboratories—the new pharmaceuticals, new 
therapies, and new techniques—to filter down to the 
level of general practice. 

The American Academy of General Practice has 
changed all that. Not only has it given the family 
doctor a new stature—it is making sure that he has 
prompt acquaintance with the new and proven dis- 
coveries of the men of science. It is determined that 
he shall have access to the new tools of his profes- 
sion as promptly as their worth is demonstrated . . . 
that his armamentarium shall be as complete and 
as up-to-date as that of any specialist. 

So, one day in the program of the Fourth Annual 
Scientific Assembly has been dedicated to exploring 
the new frontiers of the medical sciences; to learn- 
ing how the new knowledge may be applied to the 


care and cure of sick people. 


Recent Advances in Physiology 


This unusual day’s program will be opened by 
Dr. Julius H. Comroe, Jr., professor of physiology 
and pharmacology at the University of Pennsyl- 
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1952 SCIENTIFIC ASSEMBLY 


ACADEMY OF GENERAL PRACTICE 


Atlantic City Convention Hall, March 24-27 


THEME OF WEDNESDAY‘S PROGRAM 


vania Graduate School of Medicine and clinical 
physiologist at the University Hospital. Editor of 
Methods in Medical Research and author of nu- 
merous publications in the field of physiology, Dr. 
Comroe is well qualified to show us the intriguing 
ways in which progress in this basic science has di- 
rect, practical relationships to the problems of the 
family physician. Constantly emphasizing the im- 
portance of general practitioners keeping abreast 
of these advances, he will review recent specific de- 
velopments in the field and point out how certain 
“accepted facts” have become obsolete in the light 
of new physiological findings. 


Recent Advances in Diagnosis 


The second Wednesday step in our search for 
medical advances will be made by Dr. Wallace M. 
Yater—now director of the Yater Clinic in Wash- 
ington, D. C., after an enviable 22-year record on 
the faculty of Georgetown University School of 
Medicine. He has been editor of the erudite Medi- 
cal Annals of the District of Columbia since its in- 
ception in 1932. Dr. Yater will devote himself to 
demonstrating how the new findings of research 
are given practical application in the field of di- 
agnosis. Never content with academic exposition 
alone, however, he will describe new tests, new di- 
agnostic agents, and new or improved items of di- 
agnostic equipment. Clinical applications of these 
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better “tools” will be presented. The general prac- 
titioner who yearns to amaze his colleagues with his 
diagnostic acuity will find this half hour a “must.” 


Recent Advances in Therapy 


If the quintessence of medical science is encom- 
passed by the progress in therapy, then it is proper 
that the Wednesday morning discussions should 
point up to an evaluation of the new drugs. John 
C. Krantz, Jr., professor of pharmacology at the Uni- 
versity of Maryland School of Medicine since 1935, 
numbers among his qualifications for this important 
job ten years as secretary of the General Revision 
Committee of the U. S. Pharmacopoeia, the post of 
special consultant to the U. S. Public Health Serv- 
ice, and authorship of Pharmacologic Principles In 
Medical Practice. His discussion will include: 
present status of the anti-infective drugs; central 
depressants and stimulants (including the newer 
hypnotics, anti-convulsives and cerebral stimu- 
lants); sympathomimetic amines and adrenergic 
blocking agents; drugs useful in peripheral vascular 
disease; and the newer drugs in gastroenterology 
and cardiovascular diseases. Incidentally, he is co- 
author of the new book: The Art of Eloquence—so 
the half hour won’t be dull! 


Research Trends in Medicine 


Having learned of the new tools available to us 
today—what of tomorrow? To prove that medical 
research has no intention of resting on its laurels, 
Dr. Cyril M. MacBryde will give us a peek at 
what's coming next. Dr. MacBryde is associate pro- 
fessor of clinical medicine at Washington Univer- 
sity School of Medicine and director of the school’s 
endocrine and metabolism clinics. He is the author 
of Signs and Symptoms, as well as two chapters 
in Cecil’s Textbook of Medicine and the endo- 
crine sections in several texts of medical therapy and 
surgery. Dr. MacBryde will emphasize the impor- 
tance of some of the new basic research in intercel- 
lular chemistry, bone growth, hemoglobin forma- 
tion, thyroid activity, etc. He will point out the 
bearing of these studies on diagnosis and treatment. 


Stress Reactions in Health and Disease 
Most of us have heard of the Selye Adaptation 


Syndrome—very few of us have a very clear con- 
cept of its mechanism. To give us such a concept, 
we have called on the top man himself—Dr. Hans 


SPEAKERS ON 


“PROGRESS IN MEDICINE” 


Julius H. Comroe, M.D. 


Jerome W. Conn, M.D. 


John C. Krantz, Jr., Ph.D. 


Cyril M. MacBryde, M.D. 


Hans Selye, M.D. Wallace M. Yater, M.D. 
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Goodman and Gilman* stress the importance of assuring continuous 
response to nitrite medication by: (1) ‘‘Employing the smallest effec- 
tive dose to initiate therapy, so that...” (2) “‘the dosage may be 
increased as tolerance develops” and (3) ‘‘cessation of administration 
of nitrites for several days’ to reestablish “‘the original degree of 
susceptibility ...” 


€ (Pitman-Moore Brand of Rutin, Phenobarbital 
mggedled Ru Cyclic Regimen. and Mannitol Hexanitrate) 


. —combines mannitol hexanitrate in suggested 
One Rutol Tablet after each meal a small dosage, 16 mg. (14 gr.); phenobarbital, 8 mg. 
and at night, for 2 weeks 2 (\ gr.)—sufficient to be effective without danger 
of over-sedation; rutin, 10 mg. ('¢ gr. approx.) 

to help safeguard against capillary fragility. 


2 oe Tablets q.i.d., for 1 PITMAN-MOORE COMPANY 
Pharmaceutical and Biological Chemist 
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weeks, returning to Rutol as before. *Goodman, L., and Gilman, A.: The Pharmacological 
Basis of Therapeutics, New York, The Macmilian Co., 1941. 
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Selye. After many years as professor of biochemistry 
and histology at McGill, Dr. Selye has held the 
post of director of the Institute of Experimental 
Medicine and Surgery at Université de Montreal 
since 1945. His list of awards, citations, and honor- 
ary societies would fill half a page in this maga- 
zine. But he is no stuffy ivory-tower savant. He can 
be counted on for a down-to-earth explanation of 
the adaptation syndrome—a new concept of disease 
etiology and management that bids fair to have a 
strong effect on medical philosophy. He will pre- 
sent the facts and theories on which it is based, the 
processes by which it operates, and its fundamental 
role in human illness. 


Practical Applications in General Medicine 


The next logical step is to discover whether— 
and how—you can put this new physiological prin- 
ciple to work in your own practice. 

Dr. Jerome W. Conn, professor of medicine and 
chief of metabolism and endocrinology at the Uni- 
versity of Michigan Medical School, will have those 
answers for you immediately following Dr. Selye’s 
presentation. A noted student of internal medicine 
in his own right and an extensive contributor to 
medical literature, he will interpret for you the 
practical functioning of the “alarm reaction” phase 
of the syndrome—showing how it is actually the 
basic defense mechanism. 

He will present means of distinguishing between 
symptoms of the disease itself and those of the 
bedy’s efforts to fight the disease. Finally, he will re- 
late the entire syndrome to its useful role in general 
practice, thereby placing a new and effective tool 
in your hands. 


Information Please 
All these new ideas you have been absorbing all 


day Wednesday are inevitably going to stimulate a 
lot of questions to which you would like answers. 
To make this possible, the Program Committee has 
allocated the hour following the afternoon recess 
to a “question and answer” period. All of the day’s 
speakers will return to the platform for 60 minutes 
of extemporaneous discussion of problems in their 
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respective fields on which the audience wants more 
information. This elite collection of brain power 
will be guided by Dr. Harry Gold, as moderator— 
himself a “brain” of considerable magnitude. Dr. 
Gold, in addition to being professor of clinical phar- 
macology at Cornell University Medical College, is 
a member of the Revision Committee of the U. S. 
Pharmacopoeia and managing editor of the illustri- 
ous Cornell Conferences on Therapy. He is author 
of An Optimal Routine for Management of Con- 
gestive Failure—a technique requiring minimal 
nursing care in home or hospital and producing 
complete relief in about one-third the time re- 
quired by other methods. It is hoped he will have 
an opportunity to review this method during the 
period. 


Integrated Scientific Exhibits 


The general practitioner who wants to get the 
fullest benefits from the Assembly will find plenty 
of scientific exhibits that supplement what he learns 
from the Wednesday lecture program. There is 
one in the field of research, two under diagnosis, a 
new physiology demonstration, seven related to 
therapy, an outstanding exhibit on the adaptation 
syndrome, six on surgical procedures, and fourteen 
under the general heading of “Information Please.” 
Remember that the scientific exhibits are replete 
with sound, practical information. Many of them 
have been designed specifically for this meeting and 


all of them are keyed to the formal lecture program. 


The Social Whirl 


Wednesday evening, traditionally, brings the An- 
nual Banquet. This will unquestionably be the big- 
gest—and we believe, the most successful—such af- 
fair in the history of the Academy. The guest speak- 
er will be Mr. Kenneth McFarland—one of the na- 
tion's best. Mr. McFarland is educational director 
for American Trucking Associations, Inc., educa- 
tional consultant for General Motors, and guest lec- 
turer for Reader's Digest. He is eminent in his 
knowledge of the national scene and has, as well, an 
outstanding reputation as a wit and raconteur. It 
will be an evening long remembered by all who at- 
tend. 
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GRATIFYING RELIEF 


From the Distress of 


Urinary Tract Symptoms 


Pyridium acts quickly and safely, through an 
entirely local mechanism, to secure analgesia of 
the sensitive urogenital mucosa of patients suf- 
fering from cystitis, pyelonephritis, prostatitis, 
and urethritis. 

Pyridium may be administered concomitantly 
with crystalline dihydrostreptomycin sulfate, 
penicillin, the sulfonamides, or other specific 
therapy to provide the twofold benefit of symp- 
tomatic relief and anti-infective action. 


Pain and burning 
decreased in 93% of cases .. .* 


Urinary frequency 
relieved in 85% of cases .. .* 


*As reported by Kirwin, Lowsley, and Menning in a study of 
118 cases treated for symptomatic relief with PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


Pyridium is the trade-mark of 
Nepera Chemical Co., Inc. for 
its brand of phenylazo-diam- 
ino-pyridine HCl. Merck& Co., 
Inc. sole distributor in the 
United States, 


MERCK & CO.,INc. 
Manufactu: ing Chemists 
RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited— Montreal 
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1952 Scientific Assembly Program 


Monday—March 24 


Tuesday—March 25 


Wednesday—March 26 


Thursday—March 27 


REGISTRATION 


OPENING OF 


SCIENTIFIC AND 


TECHNICAL 


EXHIBITS 


The Problem Drinker 
Who and Why 
Seldon D. Bacon, Ph.D. 


Progress in Medicine 


Recent Advances in 


Medical Management 
Harold Lovell, M.D. 


Physiology 
Julius H. Comroe, M.D. 


Orthopedics 


Orthopedic Problems 
in Childhood 


Wm. T. Green, M.D. 


Rehabilitation 


Mr. W. G. W. 
(Alcoholics Anon) 


Recent Advances in 
Diagnosis 


Wallace M. Yater, M.D. 


Painful Neck and 
Shoulders 


J. Albert Key, M.D. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Drinking 


Geo. H. Gehrmann, M.D. 
Milton G. Potter, M.D. 
Seldon D. Bacon, Ph.D. 
Harold Lovell, M.D. 

Mr. W. G. W. 

Andrew S. Tomb, M.D. 
Moderator 


Rt. Rev. Clinton S. Quin, D.D. 


Progress in Medicine 


Recent Advances in 
Therapy 


John C. Krantz, Jr., Ph.D. 


Orthopedic problems 


Painful Low Backs 
David M. Bosworth, M.D. 


Research Trends 


Cyril M. MacBryde, M.D. 


Foot Imbalance 


Rex Diveley, M.D. 


Call to Order—Welcomes 
1:00—1:30 


RECESS FOR LUNCH 


You and Your Public 


P.R. and the A.M.A. 
John W. Cline, M.D. 
A Message from 
Industry on P.R. 
Leonard E. Read 
Suggestions on P:R. 
from the Press 
Louis B. Seltzer 
P.R. at Work in the 
County Med. Society 
Rollen Waterson 
ROUND TABLE 
J. S. DeTar, M.D. 

Moderator 


Obstetrics—1952 
Common Concepts and 
Misconceptions of 
Sterility and 
Threatened Abortion 
Robt. B. Greenblatt, M.D. 


Analgesia and 
Anesthesia 
George J. Thomas, M.D. 


Stress Reactions in 
Health and Disease 


Hans Selye, M.D. 


Practical Applications 


Management of 
Abnormal Labor 


M. Edward Davis, M.D. 


in General Medicine 


Jerome W. Conn, M.D. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Ages 


Teen-Agers 
O. Spurgeon English, M.D. 


The Forties 
Richard Kern, M.D. 


Treatment and Mis- 
treatment of Anemia 


William Dameshek, M.D. 


Information Please 
Julius H. Comroe, M.D. 
Wallace M. Yater, M.D. 

John C. Krantz, Jr., Ph.D. 
Cyril M. MacBryde, M.D. 
Hans Selye, M.D. 

Jerome W. Conn, M.D. 

Harry Gold, M.D., Moderator 


SESSIONS CONCLUDE 
AT 12:00 A.M. 


THURSDAY 
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[GLYCINE AND CALCIUM CARBONATE} 


ANTACID TABLETS 


give 


quick 


long- lasting relief 

because 


titrate’ 


TABLETS: 40’s, 100’s AND ] IN CONTINUOUS THERAPY OF 
1000’s—ALSO AS: A cS GASTRIC HYPERACIDITY, ESPECIALLY IN 
POWDER, JARS OF 4 OZ. —~ = THE MANAGEMENT OF PEPTIC ULCER, 
LIQUID, BOTTLES OF 8FL.OZ. ONE TABLET PROVIDING THE 
LITERATURE AND ACID-NEUTRALIZING POWER 
SAMPLES ON REQUEST »_ OF EIGHT OUNCES OF FRESH MILK 


SCHENLEY LABORATORIES, INC.. tawrencesurc - INDIANA 


TRADEMARK OF SCHENLEY LABORATORIES, INC. US PAT HO. 2,420,806. 
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OFFICIAL CALL FOR 


Notice is hereby given, pursuant to Article IV of 
the Constitution of the American Academy of Gen- 
eral Practice, that the regular annual meeting of the 
Congress of Delegates will be held in the city of 
Atlantic City, New Jersey, on Sunday, March 23, 
1952, in the Vernon Room of Haddon Hall Hotel 
at 10:00 a.m., for the following purposes: To re- 
ceive and act upon the reports of officers and com- 
mittees, and to transact any and all other business 
that may be placed before the Congress of Dele- 
gates. 

The regular Annual Assembly of the Academy 


1952 ANNUAL ASSEMBLY 


will convene at 1:00 p.m. on Monday, March 24, 
1952, in the Atlantic City Convention Hall, with 
President J. P. Sanders presiding. 

All delegates are requested to present their cre- 
dentials to the Committee on Credentials in the 
English Lounge outside the Vernon Room of Had- 
don Hall between the hours of 8:30 a.m. and 10:00 
A.M. on Sunday, March 23. 

Dr. J. S. DeTar, Speaker of the Congress of 
Delegates, will announce the Committee on Cre- 
dentials and the reference committees prior to the 
opening session of the Congress of Delegates. 


=a truly portable pump 


Portable but powerful. Whirlwind’s 14 HP. Motor produces all 
the compressed air or suction you'll ever need. Large, legible 
gauges indicate the pressure. Convenient pressure regulators. 


Automatic device supplies oil to the 
pump only when it is operating. Air fil- 
ter, muffler and suction trap are stand- 


569.50 


ard equipment. For 110 


9 


COMPLETE MED:CAL AND 
SURGICAL SUPPLY 


609 College St. 
CINCINNATI 2, O. 
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at Atlantie City 


1952 Annual Scientific Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atlantic City, N. J. 


® A Housing Bureau has been organized for the 

Annual Scientific Assembly of the AMERICAN 
ACADEMY OF GENERAL PRACTICE, March 24-27, 
1952, in Atlantic City. Since all requests for rooms 
are handled in chronological order, it is recom- 
mended that you send in your application |IMMEDI- 
ATELY. 


In making hotel reservations, please use the blank 
below. In writing for reservations indicate your first, 
second, third, fourth, fifth, and sixth choice of hotels. 


A limited number of rooms are available at the 
Headquarters Hotel. Therefore, it is impossible to 


accommodate other than national officers, two dele- 
gates from each state chapter, and distinguished 
guests in the Chalfonte-Haddon Hall Hotels. Officers 
of state chapters and others will be required to make 
individual requests which will be handled in regular 
chronological order. 


All reservations must be cleared through this 
HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPART- 
URE, and list the names and addresses of ALL per- 
sons who will occupy the rooms requested, and the 
type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


AAGP HOUSING BUREAU 
16 Central Pier 
Atlantic City, N. J. 


MAIL TO: 


Single rooms are limited 
in number. Please arrange to occupy 
twin-bedded rooms if possible. 


Please reserve the following: (See list of Hotel Rates) 


s 


First Choice Hotel 


d Choice Hotel 


Fourth Choice 


Fifth Choice 


Room(s) with bath for 


Third Choice Hotel 


Sixth Choice 


person(s). Rate $ 


Combination (2 rooms with one bath) for 


Room(s) and Parlor for 


Rate $ 
Rate $ 


hour 


Arriving Atlantic City 


Rooms will be occupied by: 


AAGP Housing Bureau 


Street Address 


Street Address 


City 


FORM AM. 

ame City State 
PC (Please Attach List of Additional Names, If Necessary) : 


DELAWARE AVE 


HOTEL RATES IN 


PACIFIC AVE 


ATLANTIC CITY 


ad 


Map Rooms with Bath 
No. Boardwalk Hotels Single Double 


37 Ambassador, Boardwalk at Brighton. $6.00-11.00 $8.00-14.007 
19 Apollo, Boardwalk at New York i 4.00- 6.00 6.00-10.00 
1 Breakers, Boardwalk at New Jersey...™£_.™.4.. 5.00- 9.00 7.00-14.00 


9-10 Chalfonte-Haddon Hall—No rooms available. 
Reserved for Congress of Delegates.tttt. 6.00-14.00 8.00-18.00T 


38 Chelsea, Boardwalk at Morris... 5.00-11.00 7.00-15.007 
28 Claridge, Boardwalk at Park. verneeeemeee 7,00-15.00 10.00-18.00 
33 Dennis, Boardwalk at Michigan... . 6.00- 8.00 9.00-16.007 
32 Marlborough-Blenheim, Boardwalk at Park... 6.00- 9.00 9.00-18.00T 
15 Mayflower, Boardwalk at Tennessee... 5.00- 6.00 7.00-12.00T 
14 New Belmont, Boardwalk at Ocean... 4.00- 5.00 6.00-10.00 
40 President, Boardwalk at Albany... 5.00-10.00 8.00-14.00¢ 
36 Ritz-Carlton, Boardwalk at lowa.....  6.00-12.00 8.00-14.00f Street plan of Atlantic City, showing 

St. Charles, Boardwalk at St. Charles... 5.00-12.00 7.00-14.00 location of Housing Bureau hotels. 

Seaside, Boardwalk at Pennsylvania... . 6.00-11.00 8.00-14.00¢ 

Shelburne, Boardwalk at Michigan... 6.00-16.00 9.00-18.00¢ 

Traymore, Boardwalk at IIlinois... 6.00-14.00 8.00-18.007 


PACIFIC AVE 
ROWALK 


ALBANY AVE. 


Map Rooms with Bath 
Rooms with Bath No. Avenue Hotels Single Double 

Avenue Hotels Single Double 11 Lafayette, N. Carolina near Boardwalk...  5.00- 8.00 8.00-14.00f 
21 Boscobel, Kentucky near Boardwall $3.00- 4.00 $6.00- 7.00 18 Lexington, New York near Boardwalk... 5. 6.50- 8.50 
lla Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 7.00-10.00 25 Madison, Illinois near Boardwalk... . 7.00-10.00 
4 Clarendon, Virginia near Boardwalk... . 5.00- 6.00 7.00 20 Monticello, Kentucky near Boardwalk... 7.00 
7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.00 7.00-12.00 3 Morton, Virginia near Boardwalk. J 7.00 7.00-10.00 
17 Columbus, Pacific at St. James Place... 6.00- 8.00 12 Penn-Atlantic, Bacharach and S. Carolina 7.00 
29 Crillon*, Pacific at Indiana. = 8.00-10.00 31 Runnymede, Park near Boardwalk... we 4.00- 7.50 6.00-10.00 
30 Eastbourne, Pacific at Park Place... - 7.50- 8.00 13 Senator, S. Carolina near Boardwalk... . 5.00- 7.00 7.00-12.00 
16 Flanders, St. James near Boardwalk... 5.00 7.00- 9.00 22 Sterling, Kentucky near Boardwalk... 4.00- 5.00 6.00- 7.00 
6 Holmhurst, Pennsylvania near Boardwalk 7.00- 8.00 The above rates are subject to 3% Municipal Tax 
23 Jefferson, Kentucky near Boardwalk... 6.00 7.00-10.00 *Rate Includes Breakfast. 
24 Kentucky, Kentucky near Boardwalk... 3.50 6.00- 7.00 tParlor Available. 
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GOOD 


TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


A NEW SEDATIVE 


UNIQUE CONSTRUCTION FOR PROMPT SEDATION 


>\<—— Sugar Coating 
Pentobarbital 
Enteric Coating 
Phenobarbital 


TWIN-BARB* is a layered tablet combining two 
time-proved barbiturates in tandem array. 


iif Twin-BARB's shell of pentobarbital 
sodium (1 gr.) ensures restful 
sleep within fifteen to thirty minutes. 
There is no preliminary excitation, 
such as often results from unmod- 
ified phenobarbital medication. 


- NIGHTLONG SLEEP 


TWIN-EARB contains a nucleus of 

phenobarbital (2 gr.) which is 
enteric-coated for delayed effect. 
The initial level of sedation is thus 7 | tihood 
sustained throughout the night. \ 


TWIN-BARB is supplied in bottles of ASC INC 
100 and 1,000 round, blue tablets; also avail- B. F. HER & CO., 


able as reduced-strength, oblong, gray tablets. | i 
(Ye gr. phenobarbital, % gr. pentobarbital il | XN 


sodium). KANSAS CITY, MISSOURI 


*Trademark of B.F. Ascher & Co., Inc. 
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\\ 

and a GOOD MORNING! 


A MESSAGE FROM 


THE PRESIDENT 


J. P. Sanders, M.D. 


IN LOOKING over our accomplishments for the past 
four and one-half years, we in the Academy have 
many things for which to be thankful, and can 
look back on many things we have done that 
seemed almost impossible when we first organized. 
But as we look into the new year, we find there are 
many problems yet unsolved and many accomplish- 
ments yet to be reached. Our organizational struc- 
ture has been largely promulgated; our national or- 
ganization is functioning very efficiently; the head- 
quarters staff has largely gotten down to routine 
work; our magazine, GP, is an accomplished fact. 
It has taken its rightful place among the medical 
journals of the world, and is on a sound financial 
basis. While we have had tragedy and disruptions 
in our editorial staff, we have made great strides in 
putting out an entirely different journal. 

The state organizations are also hitting their 
strides very well. The majority of the states have 
already had one, two, three, or more scientific as- 
semblies. They have their organizations complete, 
and many of them are putting out a news bulletin 
to the members each month, which is a compliment 
to their own ability, integrity, and ingenuity. Even 
local chapters have been organized all over the 
United States, and most of them are functioning 
in a highly efficient and profitable manner. 

In looking to the future, we find many things 
that have yet to be done. In no case can we “sit 
back on our laurels” and be satisfied with our ac- 
complishments to date. In order to progress prop- 
erly, there are many jobs yet to be done, and others 
already started must be completed. 
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The Headquarters Building 


One of the most important things to be done in 
the very near future is to erect a headquarters 
building. The Board of Directors has given the 
“green light” to the Finance Committee and the 
Building Fund Committee to proceed with its erec- 
tion. The plot for this new building has already 
been acquired, plans are being re-done, and the 
Building Fund Committee is actually engaged in 
raising funds for this new project. It is the belief 
of your president, as well as the Building Fund 
Committee, the Finance Committee, and the Board 
of Directors, that the membership at large should 
pledge now a sufficient amount of money to com- 
plete this building program. We must not be con- 
tent to build a structure that will only take care of 
our needs for the present, but we must look into 
the future and erect a building that will satisfy 
our needs for at least twenty-five or thirty years 
from now. In my own opinion, this building should 
be something of a monument to the general prac- 
titioners of America. It should not be just an office 
building erected in Kansas City to house hard- 
working people. But we should go a little further 
and produce a building that every general practi- 
tioner will be proud of, will want to look over when 
he is in Kansas City, and that people everywhere 
will point to as the “home office of the family phy- 
sician.” This will cost money. In my humble opin- 
ion, we should not erect a structure to cost less than 
a half million dollars. On a per capita basis, this 
would only mean ten dollars per year per member 
for the next three years. State committees are now 
functioning all over the country, and I urge each 
member to co-operate with them in raising this fund 
quickly so that the construction may go forward. 


Hospital Difficulties 


The hospital situation is far from settled in many 
quarters. Each mail brings in reports of dissatisfac- 
tion, disunity, and little troubles on hospital staffs 
all over the country. The Hospital Committee, un- 
der the able leadership of Dr. John O. Boyd, Jr., 
has done a marvelous job in working out a manual 
on general practice. But this manual has not been 
accepted in all quarters. We still find hospital ad- 
ministrators and a few specialists who are trying 
to “run the show.” We have taken a very positive 
stand on a national level, and will throw whatever 
weight we can in helping out any local situation. 
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What it takes 


BENYLIN EXPECTORANT rapidly relieves cough because 
it combines BENADRYL hydrochloride (10 mg. per tea- 
spoonful), with established non-narcotic remedial agents. 
BENYLIN EXPECTORANT liquefies mucous secretion, re- 
laxes the bronchial musculature, soothes irritated mucosa 
and relieves nasal stuffiness, sneezing and lacrimation. Its 
mildly tart taste appeals to adults as well as children. 


exrecronant 


EXPECTORANT 
DECONGESTANT 
ANTISPAS 
ANTIHISTAMINIC 
DEMULCENT 
NON-NARCOTIC 

ARKE, DAVIS & CO.| DOSAGE: One or two teaspoonfuls every two to 
three hours. Children, one-half to one 


teaspoonful every three hours. 
Supplied in 16-ounce and 1-gallon bottles. 


PARKE, DAVIS & COMPANY m4 


+ 
contains in ounce? a 
AM 
8 
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But most of these difficulties have to be solved on 
a local level. Frequently, the local group of general 
practitioners is not well enough organized, does 
not have the proper men in the organization, or is 
not taking a definite stand for its own good. In 
these areas it is very important that there be com- 
plete co-ordination of effort and unanimity of action 
in order to get the job done. Most of the time these 
will have to be worked out on a community level. 


Membership Drive 


The question of membership continues to arise 
in almost every meeting. The total membership has 
leveled off at approximately fifteen thousand—a 
little above or a little below. We have gone through 
that period in which all of the aggressive men have 
joined our ranks. Now we have settled down to the 
problem of acquiring new members, either from 
those who are just entering the general practice 
field, or from the ultra conservative members of the 
medical profession, who have not yet joined up with 
our group. I believe it is generally agreed that the 
person-to-person canvass in the long run will pro- 
duce the greatest results. All should participate in 
this “every member get a member” campaign. 


Postgraduate Education 


Our postgraduate education work is progressing 
beyond all expectations. We have found local, state, 
and national medical societies anxious and willing 
to put on postgraduate courses for our edification 
and training. Deans of medical schools, deans of 
postgraduate education, faculty members, and 
others have gone all out to put on courses that we 
require. Many of these, of course, will not last. But 
in our enthusiasm to get postgraduate education, we 
have stimulated an entirely new form of postgradu- 
ate teaching. As time goes on some of these will 
be eliminated. The best ones will be retained, and 
the general practitioner will finally have a choice 
of picking out the kind of work for which he feels 
the need and will be able to obtain it without going 
very far. 


Surgery 
The only work in which we seem to be below par 
is postgraduate training in surgery. We will have 
to stimulate more courses in which the general prac- 
titioner can get more actual training in the tech- 
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nique of surgery. Most of the deans with whom I 
have talked have been perfectly willing to put on 
such courses when they know exactly what we 
want. Most of the work that is necessary must. be 
done on a state level. Actually, the national organi- 
zation should co-ordinate these efforts, pick out the 
good from the bad, and recommend improvements 
that are developed in different sections of the coun- 
try. In time this function of the national Academy 
will probably do more and more. 


Leadership 


In closing, I want to mention the fact that lead- 
ership is being demonstrated all over the country. 
During my visits to the state chapters, I have en- 
joyed immensely the way the scientific meetings, 
the board of directors meetings, and the committee 
meetings have been carried on. Our members are 
developing leadership that did not exist four years 
ago. They are not only taking an active part in our 
own organization, but they are participating more 
and more in their own local and state medical or- 
ganizations. Through these leaders, we are demon- 
strating more and more that the general practitioner 
is the “main line of American medicine.” I want 
to salute the membership of the Academy on this 
fine achievement. 


—J. P. Sanvers, M.D., President. 


OUR RED FACE DEPARTMENT 


WE Gort our wires crossed, in the December issue, when 
we listed the speakers for the “Problem Drinking” round 
table, on the Tuesday morning Assembly program. No 
doubt both Dr. Milton G. Potter, leading Buffalo gyne- 
cologist, and Dr. George H. Gehrmann, medical director 
of E. I. DuPont DeNemours Co., were somewhat startled 
to read that they had taken over each other's jobs. Since 
both are eminent in their particular fields, we hope each 
of them will forgive the error as an indirect compliment. 
At least we were on solid ground in suggesting their com- 
mon interest in the problems of the alcoholic. 


“TIPS” CORRECTION 


“Tips from Other Journals” in our November issue con- 
tains an error of fact on page 79. Under “Dextrose Toler- 
ance Test,” the next to the last sentence should read: 

“He believes, however, that the dextrose tolerance test 
curve of a patient with disordered liver function can be 
distinguished from the diabetic curve by the fact that the 
blood dextrose level returns to the pretest level in sixty to 
120 minutes in cases of liver disease, whereas the diabetic 
curve is not back within 120 minutes.” 
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To the Atlantic City General Assembly . . . 


For your convenience and pleasure! ‘. 


March 18. Depart en route Atlantic City and the 1952 March 22. Visit Mount Vernon, returning to Arling- 
Scientific Assembly via New York Central and C. & O. ton Cemetery to see the Tomb of the Unknown Soldier. 
Railroads. Renew acquaintances, meet new friends as we 
travel toward White Sulphur Springs. 


March 23. Time for religious services before departure 
en route Atlantic City. Upon arrival Atlantic City, trans- 

March 19. Arrive White Sulphur this morning and fer to CLARIDGE HOTEL, chosen for its fine location 
transfer to the GREENBRIER HOTEL for the day. and facilities. 


Breakfast, luncheon, and dinner at this magnificent resort. 


Riding, golfing, swimming. The entire party has been 
issued membership in exclusive OLD WHITE CLUB. 


March 24-27. Assembly activities. 


March 20. Arrive Williamsburg in time for breakfast. March 27. Late afternoon departure en route New 
Visit Jamestown, Yorktown, and Williamsburg—all im- York City. Transfer to famous BILTMORE HOTEL 


portant landmarks in history. upon arrival. 


March 21. Arrive Washington, D. C., and transfer to March 28. Drive of Upper and Lower Manhattan. 
renowned MAYFLOWER HOTEL for breakfast. A drive Dinner party at smart COPACABANA. 
of the city this afternoon. 


March 29. Day open. Tickets for Radio City Tour for 
Note: Special arrangements have been made for Dele- those desiring. Theatre tickets for evening. 
gates and State Representatives who need to arrive 
Atlantic City March 22nd. 


March 30. Depart New York in late afternoon en route 
home cities, travelling along scenic Hudson River Route. 


Be assured of choice space . . . make early reservations. 


Sample Fares: The following fares per person are based 


OL LL on two to a bedroom. Other types of Pullman accommo- 


dations and rates from home-city to home-city upon re- 
quest. 


American Academy of General Practice 
406 West Thirty-Fourth Street 
Kansas City 2, Missouri 


From Chicago: $346.75 
From St. Louis: 365.60 


Ka ity: 382.80 
Please reserve accommodation for my party of ( —_—-). We desire tom Kansas City 


the following Pullman accommodations: ....................00..c:c0cs0e0000-4 Fares Include: All transportation; Pullman; taxes; choice 


Attached is my check for ($ ) represe nting deposit of double rooms in finest hotels; sightseeing as outlined; all 
breakfasts and all meals at GREENBRIER; transfers of 
$50.00 on each reservation and which is to be applied on total passengers and luggage; membership in OLD WHITE 
cost. CLUB; dinner party at COPACABANA; theatre tickets 
in New York, etc., etc. 


All Arrangements by Lee Kirkland Travel, Kansas City, Mo. 
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njoy these Attractions 


Bustling cities and mountain 
retreats, broad rivers and ocean 
beaches, famous regions rich with histori- 
; cal shrines, thriving industrial areas and 
+ scenic countryside —ali these make up 
3 the land Along The Chessie Route . . . 


On your trip to the annual scientific assembly of the American 
Academy of General Practice, ride with Chesapeake and 
Ohio, whose many innovations add up to the most passenger- 
pleasing train comforts in Chessie history. You'll ride through 
a succession of scenic wonderlands that embrace the blue 
grass of Kentucky, the “Beautiful Ohio” River, the awesome 
New River Canyon in West Virginia, the Blue Ridge and Alle- 
ghany Mountains and the Piedmont and Shenandoah Valleys. 


Everywhere ALONG THE CHESSIE ROUTE there’s something of interest 
to see and do. Look forward, especially, to your stop-overs at— 


THE GREENBRIER. A 6,500 acre forested estate in the Alleghanies is 
the setting for America’s Smartest and Gayest Holiday Hotel. Three 
beautifully groomed courses offer golf at its best in the spacious 
mountain-rimmed valleys. Numerous other recreational facilities are 
available at this magnificent White Sulphur Springs, W. Va. year 
‘round resort, long noted for its plantation hospitality. 


WILLIAMSBURG. Restored to approximately their appearance before the Revolu- 
tionary War, the many structures and gardens in this one time capital of Colonial 
Virginia reflect the charm of early America. You'll see streets, homes, halls that 
knew George Washington, Thomas Jefferson, Patrick Henry and others. Unlike a 
museum or a stage setting, a visit to Restored Williamsburg today is like turning 
back the clock and stepping into a world of two hundred years ago. 


CHESAPEAKE AND OHIO RAILWAY 


ai 
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COMPENAMINE 


A NEW HYPOALLERGENIC PENICILLIN SALT 


Through the routine use of Compenamine, reactions to 
penicillin can be reduced significantly below that encoun- 
tered with other available forms of penicillin G. This hypo- 
allergenic characteristic of Compenamine permits its use 
even in known penicillin reactors; in this group it reduces 
the incidence of reactions by at least 80 per cent. Thus 
Compenamine brings new safety to penicillin therapy. 

A research development of C.S.C. Pharmaceuticals, 
Compenamine is generically designated as /-ephenamine 
penicillin G. Its clinical behavior and therapeutic per- 
formance are identical, unit for unit, with comparable 
dosage forms of procaine penicillin. Nearly insoluble in 
water and oil, its dosage forms are of the repository type. 

Compenamine is priced identically with procaine peni- 
cillin G. Hence economic considerations are no obstacle 
to its routine use. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17, N. Y. 
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TRAIN ROUTE TO ATLANTIC CITY 
WILL FEATURE HISTORIC SPOTS 


SouTHERN accents and mint julep will be in order 
when our Special Train to the 1952 Scientific As- 
sembly makes its first stop at White Sulphur 
Springs, West Virginia. The luxurious Greenbrier 
Hotel, our home for two days, was conceived nearly 
one hundred years ago as the Old White Hotel. 

After escaping near destruction during the Civil 
War, the resort enjoyed a social rebirth when Gen- 
eral Lee made his home in a cottage on Baltimore 
Row. Shortly after the turn of the century, the 
Greenbrier was constructed with a wing of the Old 
White used as an annex to the new building. 

Having served variously as an internment center 
for enemy diplomats during the past World War, 
and later as an Army General Hospital, the pres- 
ent Greenbrier resort hotel and surrounding 7,000- 
acre estate were reopened to vacationers just four 
years ago. 

Splendid golf courses, excellent horses, miles of 
bridle paths through thickly wooded hills, and a 
large swimming pool will be at the disposal of gen- 
eral practitioners visiting the Greenbrier. Each 
member of the party will have been made a mem- 


ber of the exclusive Old White Club, a delightful 
place to meet friends for cocktails, or to relax and 
enjoy the friendly atmosphere of the Greenbrier. 

The A.A.G.P. party, at the special invitation of 
the medical director of the Greenbrier Clinic, is 
invited to inspect its facilities. The clinic was 
planned and equipped for making diagnostic health 
examinations for individuals and groups of business 
and industrial executives. If analysis shows that 
follow-up treatment is necessary, the Greenbrier 
Clinic staff co-operates with the patient’s own physi- 
cian in planning it. 

Two centuries slip away as we step from 20th 
century Pullman accommodations into 18th cen- 
tury Colonial Williamsburg. Patient research and 
meticulous care have recreated the once great 
colonial capital of Virginia at a cost of more than 
thirty million dollars. Eighty original buildings yet 
stand, and 325 colonial homes, public buildings, 
and formal gardens have been restored or recon- 
structed. 

The original Courthouse of 1770 houses today 


an archeologic exhibition of materials excavated 


The luxurious Greenbrier Hotel, White Sulphur Springs, West Virginia, formerly known as the Old White Hotel. 
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SPECIALIZING « 


1. TRACT 


“ROE atropine — 


homatropine methylbromide 
for maximal safety 


Lusyn has a particular 
affinity for the relief of 
ee such conditions as cardiospasm, 
— 
ona pylorospasm and spastic colon 
7 because of the selective 
: spasmolytic action of its 
homatropine methylbromide upon 
the gastrointestinal vagus. 
Far safer than atropine— 
homatropine methylbromide is 
30 to 50 times less likely 
to produce side-effects. The 
Alukalin in Lusyn coats the 
stomach with a fine soothing 


Mild central 
sedative — 
phenobarbital 


PH buffering 
action — Alukalin 
(kaolin activated 
with alumina gel) 


Gastric motor 


depressant — 
homatropine 
methylbromide 


adsorbent film, and helps to 
reduce acidity by its buffering 
action—without producing 
alkalosis or acid rebound. 
The phenobarbital content exerts 
a welcome sedative influence, 
and reinforces the 
antispasmodic effect of 
homatropine methylbromide. 


MALTBIE LABORATORIES, INC. 
NEWARK 1, N. J. 


HOMATROPINE METHYLBROMIDE\\@ 


2.5 mg. (1/24 gr.) ® 
ALUKALIN (ACTIVATED KAOLIN) | [| ¢ y N 
300 mg. (5 gr.) 


PHENOBARBITAL 
8 mg. (1/8 gr.) 
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during the restoration project. Here, Patrick Henry 
delivered his famous speech against the Stamp Act. 

Gracious costumed hostesses and liveried attend- 
ants heighten the colonial atmosphere; skilled 
craftsmen in 18th century attire pursue their trades 
in reconstructed workrooms. The peruke maker, in 
colonial days often the surgeon as well, repairs wigs 
today as did his colonial predecessor. The weaver, 
pewterer, blacksmith, and cabinetmaker all use 
the methods and authentic tools of the pre-Revolu- 
tionary era in the production of colonial wares. 

Antique lovers will find one of the outstanding 
collections of 18th century furnishings in the Gov- 
ernor’s Palace. The formal gardens of the palace, 
including a spectacular English Maze, are planted 
only with shrubs and blossoms known to have been 
grown in this country prior to 1880, boxwood, crape 
myrtle, and magnolia. 

From Williamsburg it will be a brief, but beauti- 
ful, morning drive to Jamestown, the first success- 
ful English settlement in America, and Yorktown, 
the site of an historic monument commemorating 
the surrender of Cornwallis in 1781. 

After an overnight ride by Special Train to Wash- 
ington, D. C., the Mayflower Hotel will be cen- 
tral headquarters for visiting general practitioners. 
A tour of the capital will include such renowned 
points of interest as the Supreme Court building, 
the Pentagon, the Smithsonian Institution, and the 
Washington monument. The Congressional Library 
will be open in the evening, with an impressive 
view of floodlights on the Capitol Dome just across 
the street. 

Although delegates and state officers will pro- 
ceed to Atlantic City for pre-assembly meetings after 
the Washington tour, other members will have time 
for a trip to Mount Vernon and the tomb of the 
Unknown Soldier at Arlington Cemetery. 

Tickets for Broadway's newest hit show, “Paint 
Your Wagon,” have already been secured for Acad- 
emy members. Other activities during the post-As- 
sembly visit to New York will be a drive of Upper 
and Lower Manhattan and a dinner party at the 
smart Copacabana. 

The party must necessarily be limited in num- 
ber, so make your plans now to be on hand when 
the familiar “att ABoaARD!” sounds, and take advan- 
tage of the convenience and splendid planning of- 
fered through the Special Train. Detailed brochures 
have been forwarded to each member. However, for 
further information, reservations, or additional 
folders, write to the Lee Kirkland Travel Agency, 
916 Grand Avenue, Kansas City, Missouri. 
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Atlantic City Vice President 
4-3021 LVERVTH TN G/ and General Manager 


ATLANTIC Ser 


NEAREST  waroin saccs 


“The Department of Dermatology and 
Syphilology of Tufts College Medical School 
and the Department of Dermatology and 
Syphilology of The Boston City Hospital an- 
nounce a three-year fellowship in Derma- 
tology and Syphilology. 


“Training will be given at The Boston 
City Hospital, which is approved by the 
American Board of Dermatology and Syph- 
ilology for three-year training. The course 
will consist of a fellowship, assistant resi- 
dency and residency. The assistant resident 
and resident will receive salary with main- 
tenance. 


“Appointments commence July first. For 
information address the Physician-in-Chief 
for Diseases of the Skin, The Boston City 
Hospital, 818 Harrison Avenue, Boston 18, 
Massachusetts.” 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students Or Interns 
To Help Them Pursue A Year Of Residency Training 


In General Practice 


Recipients utll be chosen annually ty the 
“Mend Johnson Award Committee 


Approinted ty the Board of Dinectors of 
The American Aoademy of General Practice 
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Hospitals, Schools to Be Selected for Mead Johnson Award 


Candidates to Be Named by Hospitals, 
Schools Selected by AAGP Committee 


SELECTION of the five medi- 
cal schools and the five hos- 
pitals that will choose candi- 
dates for the first Mead John- 
son General Practice Schol- 
arship awards will be an- 
nounced by the A.A.G.P. 
committee the latter part of 
this month. 

The selected hospitals and 
medical schools will then choose candidates who 
will be eligible for the awards. Final choice of the 
five interns, who will receive $1,000 scholarships 
for 1952, and the five seniors, who will be awarded 
their funds in 1953 when they begin their residen- 
cies, will be made by the committee. 

Dr. William B. Hildebrand of Menasha, Wis., 
committee chairman, and the other committee mem- 
bers, five Academy members from all parts of the 
country, will meet either in Kansas City or Chicago. 

At a late November meeting in Kansas City, Dr. 
W. D. Snively, Jr., Medical Director of Mead John- 
son Company, Evansville, Ind., met with represent- 
atives of the Academy to arrange for press notices 
and schedule events leading to the final announce- 
ment of award winners March 25, at the Congress 
of Delegates Dinner during the Fourth Annual Sci- 
entific Assembly in Atlantic City. 

The offering of the Academy’s Mead Johnson 
General Practice Scholarship Award means that five 
out of the 6,000 medical graduates next year will 
be assured of an additional year’s training in general 
practice. 


Dr. Hildebrand 


Britain Considers Formation of College 
of General Practice Comparable to AAGP 


Tue formation of a College of General Practice in 
Great Britain, comparable to this nation’s American 
Academy of General Practice, has reached the pro- 
posal state with a recommendation presented re- 
cently by the General Practice Review Committee 
of the British Medical Association. 

The October Supplement of the British Medical 
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Journal carries an account of the recommendation. 

A College of General Practice, similar to the 
Royal College of Surgeons or the Royal College of 
Physicians, is one of the suggestions coming out of 
a torrent of controversy concerning the improve- 
ment of general practice in Great Britain. 

Memoranda on the proposal of a College of Gen- 
eral Practice were given to the General Practice Re- 
view Committee at a recent meeting by two British 
general practitioners, Drs. F. M. Rose and J. H. 
Hunt. 

According to Dr. Rose, “Now that the separation 
of general practice from the hospital brand of spe- 
cial practice is virtually complete, the time has come 
when it must form a corporate body of its own 
which will bear the same sort of relationship to gen- 
eral practice as the Royal Colleges do to their ad- 
herents in special practice. . . . 

“No existing body could fulfill these functions. 
Removed from the field of politics, independent, 
concerned only with its own branch of medicine, 
it must be worthy of the best traditions of British 
medicine and the 20,000 general practitioners in ac- 
tive practice.” 

In his support of the College, Dr. Hunt pre- 
sented the following thoughts to the Review Com- 
mittee—“One possible step towards this end, a 
step which should cost the country little or nothing, 


Executives of Mead Johnson Cempany discuss 
A.A.G.P. Scholarship Fund. Dr. W. D. Snively, 
Jr. (standing), confers with J. Arthur Hill (left to 
right), D. Mead Johnson, and L. D. Johnson. 


‘ 


The Right 


Combinations in 


BILE ACID THERAPY 


Optimum purity of DOXYCHOL-K and DOXY- 
CHOL-AS enables the physician to obtain pre- 
dictable end results in bile acid therapy. 


P Both products represent truly therapeutic formu- 
| lae, since the ingredients of each exert specific 
“action, and are present in full therapeutic 
amounts. 


DOXYCHOL-AS is indicated where initial treat- 
ment requires hepatic stimulation, plus spasmoly- 
sis and sedation. 


+ DOXYCHOL-K is ideal for continuation therapy 
over prolonged periods. It contains no antispas- 
modic nor sedative, but provides the same quan- 
tities of unconjugated bile acids with identical 
hydrocholeretic effect. 


DOXYCHOL-K e | e Each tablet contains: Ketocholanic acids, 3 gr. (derived from 


TRADEMARK 
oxidized pure cholic acid, and containing approximately 90%, 


re) dehydrecholic acid); Desoxycholic acid, 1 gr. 


DOXY CHOL-AS \ e Each tablet contains: Phenobarbital, 1/8 gr. (Warning: May be 


TRADEMARK 
) habit forming); Atropine Sulfate, 1/400 gr.; Hyoscyamine Hy- 


Write Dept. 8M for literature drobromide, 1/400 gr.; Desoxycholic Acid, 1 gr.; Ketocholanic 


Acids, 3 gr. (derived from oxidized pure cholic acid, and con- 
taining approximately 90% Dehydrocholic Acid). 


Both products available in bottles of 100, 500 and 1000 tablets, 


George A. Breon «. Company 
Manufacturing Pharmaceutical Chemists 
1450 BROADWAY NEW YORK I8, N. ¥, 
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which should upset very few people and help a very 
great many, and for which the time now seems emi- 
nently suitable, is the formation of a College or Fa- 
culty of General Practice.” 

Before the College can become a reality, it will 
have to have the sanction of the Council of the 
British Medical Journal, a body which serves the 
same function as the A.M.A.’s Board of Trustees. 

Such a group presumably would perform the 
same functions for Great Britain’s 20,000 general 
practitioners that the A.A.G.P. does for the 95,000 
general practitioners in the United States. 


Walter Reed Society, New Organization 
for Medical Science’s Human Guinea Pigs 


AN HoNoRARY association, Walter Reed Society, 
open only to those persons who have contributed 
to medical science as volunteer experimental sub- 
jects had its organizational meeting December 7 in 
Los Angeles. 

Scientists and laymen, the human guinea pigs 
who have served as subjects for medicai experi- 
ments, make up the membership. 

The society was named for Major Walter Reed, 
who risked his life in a series of brilliant experi- 
ments leading to the conquest of yellow fever. 

Dr. A. J. Carlson, president of the National So- 
ciety for Medical Research that conceived the idea 
for Walter Reed Society, appointed a committee 
several months ago to work out organizational plans. 

Four purposes of Walter Reed Society are to: 
provide recognition for contributions to medical 
progress, exchange scientific information on experi- 
mentation involving human subjects so that clinical 
research may become increasingly efficient and safe, 
afford volunteers with a continuing role in the war 
against disease, and develop public understanding 
and support of medical research. 


Dr. Kilgus Guest Speaker at Connecticut 
State Employees Association Convention 


Dr. Joun Kircus of Litchfield, Conn., past presi- 
dent of the Connecticut chapter of A.A.G.P., was 
guest speaker at the Tenth Annual Convention of 
the Connecticut State Employees Association re- 
cently in Bridgeport. 

Dr. Kilgus is head of the health service for state 
employees which was established in the State De- 
partment of Health in 1949. He discussed health 
services for state employees. 
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New Publication, ‘The Heart Bulletin,” 
Off Press January 1 in Houston, Texas 


A NEw publication, “The Heart Bulletin,” written 
primarily for the physician in general practice, made 
its appearance January 1. It is published by the 
Medical Arts Publishing Foundation, a public serv- 
ice nonprofit organization affliated with the Uni- 
versity of Texas. This foundation already publishes 
bulletins in the fields of cancer and psychiatry. 

The American Heart Association and the U. S. 
Public Health Service have co-operated in the de- 
velopment of such a publication in order to avoid 
duplication in major undertakings for professional 
education. 

Resources of the heart association, the state medi- 
cal society, and the state health department have 
been pooled to make available useful, up-to-date in- 
formation in the cardiovascular disease field at a rel- 
atively small cost. 

“The Heart Bulletin” will emphasize recognition 
and therapy of heart disease. 

There will be state-level sponsorship with special 
editions for each state. Names of groups sponsoring 
and purchasing copies for the doctors within each 
state will be printed on the Bulletin cover. Orders 
may be placed directly with the Medical Arts Pub- 
lishing Foundation, 1603 Oakdale, Houston, Texas. 


Dr. Edward Haddock, Virginia Chapter 
Officer, Named to Richmond Council Job 


AN INTRODUCTION to politics has been given Dr. 
Edward E. Haddock of Richmond, Va., with his ap- 
pointment to the Richmond City Council. 

Dr. Haddock is president-elect of the Virginia 
chapter of A.A.G.P. He is also a past president of 
the Richmond chapter and a member of the board 
of directors of the Richmond Academy of Medicine. 

The Richmond general practitioner succeeds 
Councilman Edward E. Willey, who took over his 
duties as Virginia State Senator in December. 


General Practitioners the Foundation 
of Medical Structure—Dr. C. B. Cone 


AN OUTSTANDING ANALYsIs of position of general 
practitioners today was presented by Dr. Carl B. 
Cone, president of the Washington chapter of 
A.A.G.P., in a recent message published in the 
Washington chapter’s bulletin. 

The following is Dr. Cone’s complete message: 
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“Therapeutic levels of vitamin supple- 
mentation are indicated in the presence 
of evidence of one or more specific de- 
ficiency diseases. Since it is well estab- 
lished that deficiency of a single 
essential nutrient rarely occurs in human 
medicine, therapy should include supple- 
mentation with 5 to 10 times the National 
Research Council recommendations of 
the specific nutrient involved with 1 to 5 
increments of the remaining.””! 


New VITERRA THERAPEUTIC 
provides high potency dosages of those 
vitamins most commonly lacking in the 
daily dietary, plus adequate amounts of 
minerals and trace elements: and other 
vitamins —including VITAMIN B)2— 
for true nutritional therapy. 


1. Mann, G. V., and Stare, F. J.: Nutritional Needs 
in Illness and Disease, J.A.M.A. (Feb. 11) 1950, p. 412. 


all in one capsule 


Vitamin A.... 25,000 U.S. P. Units 
Vitamin D..... 1,000 U.S. P. Units 
Thiamine Mononitrate’.... 10 mg. 


RIDONAVIN. 5 mg. 
Vitamin 5 meg. 
Niacinamide............ 100 mg. 
Vitamin C (Ascorbic Acid). 150 mg. 
103.0 mg 
0.1 mg 
1.0 mg 
0.15 mg 
10.0 mg 
Magnesium. ............ 6.0 mg. 
Manganese.............. 1.0 mg. 
Molybdenum............ 0.2 mg. 
Phosphorus............ 80.0 mg. 
5.0 mg. 


Viterra Therapeutic 


is available in bottles of 100 capsules 


at all pharmacies 


terra THERAPEUTIC 


J. B. ROERIG AND COMPANY CHICAGO 
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“Physicians in General Practice are, and I be- 
lieve, will remain the foundation of the American 
medical structure. We must keep up with all sci- 
entific advances in medicine in order to give our pa- 
tients the best possible medical care. The American 
Academy of General Practice has made great strides 
in the presentation of this new material to its mem- 
bers in the four short years of its existence. Of this 
we can all be justly proud. 

“Membership in the American Academy of Gen- 
eral Practice corresponds to certification by the 
American boards. Postgraduate education and high 
standards must be maintained. Your board of di- 
rectors of the Washington chapter has reafhirmed 
the formal postgraduate requirements of fifty (50) 
hours as set out by the American Academy of Gen- 
eral Practice in the Manual on Constitution and 
By-Laws. 

“On the economic side, lest we forget, we are 
still in a fight between free enterprise on one side 
and socialism on the other side. It’s true that or- 
ganized medicine has won some of the recent battles, 
but this does not mean we are going to win the 
fight against socialism. We in General Practice 
must become more interested in the economics of 
medicine, and if we do not, we are in for more and 
more controls both by laymen and the federal, state, 
and county governments. We not only must be- 
come more interested but more active. Too many 
physicians let too few physicians bargain for their 
services. Know what is going on in your county, 
state, and on the national level. Your economic fu- 
ture is at stake. 

“Members of American Academy of General Prac- 
tice can help unite all medicine by: 

“Increasing our own American Academy of Gen- 
eral Practice membership: Talk about American 
Academy of General Practice to physicians in gen- 
eral practice. Urge all patients to see their family 
physician first. He can best decide what is needed in 
the line of special services. 

“Promote better public relations, especially at the 
‘local’ level. Talk about American Academy of 
General Practice to your patients. Remember the 
doctor of medicine exists for the benefit of the 
people and not for the benefit of the profession. 
The most effective way still is talking to your pa- 
tients. 

“Insist on the preservation of the doctor-patient 
relationship in all situations. Compulsory health in- 
surance will destroy this relationship. 

“Support voluntary pre-payment insurance. Over 
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Let us send 
copies of this 


issue to your 
FRIENDS- 


without charge! 


One of the joys of life is sharing the 
good things of life. If GP is one of the 
things you feel are worth sharing, here 
is a no-cost opportunity to let two 
friends enjoy a copy of this issue, 
without obligation. Just fill out the 
coupon below and copies will be sent 
with your compliments. 


BUSINESS OFFICE 
406 West 34th St., Kansas City 2, Mo. 


Please send a free copy of the current issue to 
the following addresses: 
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With an estimatedt 25,000,000 
American adults overweight, 
the medical profession 
shoulders a heavy 
responsibility in advising 

those who seek their help as 

to how to eliminate the excess 
poundage. Since “the one 
consistent and demonstrable 
finding in obesity is 
overeating,” * an important key 
to successful management is 
obviously control of appetite. 


Cycotin exerts dual 
anoretic action. Note the: 


HIGH methylcellulose 
content | 


(500 mg. per tablet) — quickly 
imparts a sense of fullness by 
providing non-nutritive 
intestinal bulk; also 

increases moisture of stool. 


d-amphetamine 
phosphate content 
(1.67 mg. per tablet) — 
moderate dosage usually 


obviates or materially reduces 
undesirable side-effects. 


DOSAGE: Initially, 3 tablets 
t.i.d. with a full glass of water 
¥ hour before meals — adjust 

to individual requirements 
for proper maintenance. 


REED & CARNRICK 


FOUNDED JERSEY CITY 6, N. J. 
IN 1860 TORONTO, ONT. 


tMetropolitan Life Insurance Co. 
*M. Clin. North Am. 35:483, 1951. 
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half the population now is protected by some type 
of coverage. 

“Build our medical foundations solid from the 
ground up and made up of all medicine. We must 
all work harder and talk less. Much more work is 
needed to create a more solid foundation of our 
basic medical structure, namely the county societies. 

“One last thought! We in general practice fur- 
nish eighty per cent of the medical care in this 
country today. Why not a much larger voice in 
making medical policy? However, we must have 
true representation not political ‘any-faces.’” 


Dr. Louis Weiner Addresses New 
General Practice Society at Penn 


“Tue Role of General Practice in Medicine” was 
the subject of the address given by Dr. Louis H. 
Weiner of Philadelphia at the initial meeting of the 
newly-formed undergraduate Society of General 
Practice at the University of Pennsylvania Medical 
School in Philadelphia. 

The society, which is an innovation in medical 
schools, also heard Dr. John Mitchell, dean of the 
Pennsylvania medical school, outline the aims and 
purposes of the group. 

Dr. Weiner, who is a member of A.A.G.P. Com- 
mission on Education, has been appointed a mem- 
ber of the Pennsylvania State Medical Society's 
Commission on Graduate Education. He is the first 
Academy member to receive such an appointment. 
He will also continue as a member on the Postgrad- 
uate Institute Commission of Philadelphia in 1952. 

An unexpected result of the meeting which Dr. 
Weiner addressed came when forty students en- 
tered subscriptions for GP. 


Expanded Spring Clinic in Wisconsin 
Planned by Leading Medical Groups 


Tue “Spring Clinics” in Wisconsin return in an ex- 
panded form this year when, for the first time, the 
State Medical Society, the State Board of Health, 
the Wisconsin chapter of A.A.G.P., the two state 
medical schools, and affiliate agencies are offering 
the teaching program. 

The program, scheduled for May, will consist of 
two circuits each of which will have two afternoon 
and evening meetings plus two evening hospital 
“wet clinics.” 

In addition, during April a separate three-day 
circuit will be held to offer a day's teaching pro- 
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gram to the physicians of the western and north- 
central parts of the state. Teaching sites will be 
Richland Center, Chippewa Falls, and Merrill. 
While continuous postgraduate courses at Wis- 
consin’s two medical schools are in the hoped-for 
stages, every physician in the state will have an op- 
portunity to attend a meeting in his own area. 


Second Quarter of Cancer Detection 
Course in Progress at Wayne University 


Tue second quarter of the postgraduate course in 
the early detection of cancer being presented by 
Wayne University College of Medicine is in prog- 
ress and will continue until March 8. 

This course, presented at the Yates Memorial 
Clinic and Detroit Receiving Hospital in Detroit 
and Veterans Administration Hospital in Dearborn, 
Michigan, is designed so that physicians may be- 
come acquainted with the means and tools of di- 
agnosis which are readily available to them. 

Registration for the third quarter, which begins 
March 10 and ends June 7, can be made with Post- 
graduate Medical Education at the College of Medi- 
cine, 1512 Antoine, Detroit 26. 


Sixty-seven Pennsylvania Chapter Members 
Hold State, County Medical Society Posts 


Memgpers of the Pennsylvania chapter of A.A.G.P. 
are pushing general practitioners into the spotlight 
with sixty-seven of them holding positions in their 
state and county medical societies. 

Dr. Dorothy E. Johnson, president of the Phila- 
delphia chapter of A.A.G.P., is fourth vice-president 
of the Pennsylvania State Medical Society. 

Dr. Louis H. Weiner of Philadelphia is a mem- 
ber of the Commission of Graduate Education in 
the state medical society. 

Eighteen general practitioners are delegates and 
twenty-nine are alternate delegates from county 
medical groups. Twelve are county society presi- 
dents and six are county society secretaries. 


Michigan University Schedules 
Courses for General Practitioners 


BriEF review courses for the general practitioner 
will begin January 9 at the University of Michigan 
Medical School, Ann Arbor. 

Obstetrics will be the subject of the January 9-12 
session, followed by a course on gynecology Febru- 
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24-hour allergic protection . . . For the allergic patient, 

doubled duration of Pyribenzamine 

relief may be simply attained: 
R....§0 uncoated Pyribenzamine 

Tablets (50 mg.) and 

specially-coated Pyribenzamine 

Delayed Action Tablets (50 mg.). 
Sig ...One of each after breakfast 

and after the evening meal. 


Pyribenzamine relief will be 
continuous, for the specially-coated 
Delayed Action Tablet begins 

to act as the effect of the uncoated 
tablet tapers off. This convenient 
“two-tablet regimen” affords 

the patient an allergy-free day 

and a restful allergy-free night. 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey _ 
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ary 6-9. Three sessions will be held during March, 
followed by six courses in April. After a 3-day, May 
5-7, program there will be a lull until the summer 
session begins June 23. It lasts through August 2. 
The last scheduled course is electrocardiographic di- 
agnosis on August 25-30. 

Further information and application blanks may 
be obtained from Dr. H. H. Cummings, chairman, 
Department of Postgraduate Medicine, University 
Hospital, Ann Arbor, Michigan. 


Book Written by Academy Member 
During Convalescence Applauded 


Acapemy member, Dr. Eugene F. Snyder of Chico- 
pee Falls, Mass., is author of the book, From a Doc- 
tor's Heart, published this past fall which has been 
recommended for moving picture and radio adapta- 
tion by some reviewers. 

Dr. Snyder, 51, a native of the Russian Ukraine 
who escaped from Czechoslovakia just 43 days be- 
fore the Nazi invasion, arrived with his family in 
America in 1939. 

The doctor suffered a heart attack in 1948 and 
his subsequent convalescence resulted in his writing 
From a Doctor's Heart. 

The author glorifies the general practitioner in 
his treatise explaining that the general practitioner 
tries to see a person as an integrated whole rather 
than a single organ or system of organs. 

He also shows victims of coronary thrombosis 
how to solve problems such as he encountered as 
well as to instruct the layman on keeping healthy 


by writing a book. 


General Practitioners Give Full Support 
to University of Tennessee’s New Clinics 


AppLicaTions from general practitioners of the 
Memphis area for staff positions at the new General 
Practice Clinics at the University of Tennessee 
Medical Center have vastly outnumbered available 
openings in the past few months. 

This is the report of the Clinic director, Dr. Paul 
Williamson who is an A.A.G.P. member, in an edi- 
torial published in the November issue of the Texas 
State Journal of Medicine. 

At the time when the Clinics were opened it was 
not known whether general practitioners could 
take time to participate as an active visiting staff 
at the school. 

Dr. Williamson expressed great satisfaction with 
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the response from general practitioners during the 
Clinics’ first months of existence and with the pro- 
gram available to prospective general practitioners 
within that area. 


General Pediatrics Course Offered 
to Oklahoma General Practitioners 


A course in General Pediatrics was held Decem- 
ber 12-14 in Oklahoma City, Okla. The Oklahoma 
chapter of A.A.G.P. approved this course for formal 
postgraduate credit. 

Six moderators were in charge of the sessions on 
infectious disease, care of the newborn, well child 
care, and therapeutics in childhood. 


Medical News in Small Doses: 
Dr. Joun O. Boyp, Jr., of Roanoke, Va., president 


of the Virginia chapter, was guest speaker at a din- 
ner meeting recently of the Greensboro (North 
Carolina) Academy of Medicine in Greensboro. His 
subject was “The Place of the General Practitioner 
in the General Hospital.” . . . Director of Medical 
Services appointment in the Department of Institu- 
tions and Agencies in New Jersey has been made 
to Dr. T. M. Silverman, member of the New Jer- 
sey chapter. . . . John M. Storm, editor and busi- 
ness manager of Hospitals, journal of the American 
Flespital Association, and Trustee magazine, died 
November 4 in Chicago. . . . Guest speaker at the 
annual dinner of the Women’s Auxiliary of the 
Connecticut State Medical Society in Hartford was 
Dr. R. B. Robins. His subject was “Medicine in 


This Changing World.” . . . Detroit’s Dr. Arch 
Walls has been named chairman of the M.S.M.S. 
Public Relations Committee. . . . A general practice 


training stronghold, the University of Kansas Medi- 
cal Center, has installed color television for use in 
surgical and other teaching. Color TV, the first to 
be set up for regular teaching in a medical school, 
had its premiere demonstration Nov. 29 at the 
Medical Center. . . . Missouri chapter vice-president 
Dr. Morton M. Spielman was guest speaker at a 
recent “Talk Back” program over radio station 
KHMO. .. . Dr. Julius H. Comroe, Jr., a member 
of GP’s Editorial Advisory Board, has been ap- 
pointed a member of the Subcommittee on Thoracic 
Surgery of the National Research Council. Dr. 
Comroe is professor of physiology and pharmacology 
at the University of Pennsylvania Graduate School 
of Medicine. 
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TaaT ACTHAR Gel—the new LONG-ACTING repository preparation— 


' + simplifies ACTH therapy comparable to the management of dia- 


betes with long-acting insulin. Home or office treatments become 
readily applicable with substantial economy to the patient. Greatly pro- 
longed therapeutic action and convenience of administration are distinct 
advantages of ACTHAR Gel. 


Recent clinical ‘studies have firmly established the recommended dosage 
of ACTHAR Gel. Established dosage for optimum therapeutic effects is 
important in the everyday use of ACTH in your practice. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus erythema- 
tosus, drug sensitivities, severe bronchial asthma, contact dermatitis, most 
acute inflammatory diseases of the eye, acute pemphigus, exfoliative der- 
matitis, ulcerative colitis, acute gouty arthritis, secondary adrenal cortical 
hypofunction. Supplied: 5 cc. multiple dose vial containing 20 I.U. per 
cc., and 5 cc. multiple dose vial containing 40 I.U. per cc. 


“THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


-wide Leprendabilh ly 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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PLUS THESE 


You get them all in the handsome, 
compact Cardioscribe. You get highest 
accuracy, too. In fact, so accurate is the 
Cardioscribe that in continuous record- 
ings, one foot or fifty, there's never the 
slightest functional variation! 


The Cardioscribe provides for a wide 
diagnostic range by facilitating the ap- 
plication of the following combinations 
of patient leads: 


1, 2, 3 — Standard Extremity Leads 


aVR, aVF, aVL — Augmented Unipolar Ex- 
tremity Leads (Goldberger) 


VR, VF, VL— Unipolar Extremity Leads 
(Wilson) 


V (1 to 6 incl) — Unipolar Chest Leads 

Ask your X-Ray representative for a 
demonstration, or write for free book- 
let to X-Ray Department, General 
Electric Company, Milwaukee 14, Wis- 
consin. Room F-1. 


GENERAL ELECTRIC 


HEART RECORDINGS 
BIG CARDIOSCRIBE ADVANTAGES 


Patient leads are selected 
through these seven push- 
buttons. 


No darkroom delay — Re- 
sults are available ammedi- 
ately for interpretation. 


Independent time marker — 
Indicates time and lead 
marks on the record paper. 


Portability — Compact and 
entirely self-contained in 
blond mahogany cabinet. 
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The President's Luncheon was attended by over 600 Academy members at the California chapter's 
Scientific Assembly in November. At the speaker's table (left to right) are Drs. Eric A. Royston, 
Frederic Ewens, George F. Bond of Bat Cave, N. C., Francis T. Hodges, Dave F. Dozier, 
James Reeves, L. C. Burwell, Ivan C. Heron, Theodore K. Lawless of Chicago, and John Walsh. 


NEWS FROM THE STATE CHAPTERS 


Tue California chapter’s Scientific Assembly held 
November 5-7 at San Diego had a total registration 
of 1,176, one of the record attendances reported at 
1951 chapter meetings. Officers elected were Dr. 
Francis T. Hodges, president-elect; Dr. L. C. Bur- 
well, president; Dr. Antonio J. Franzi, secretary- 
treasurer; and Dr. Eric A. Royston, speaker of the 
congress of delegates. New directors are Drs. James 
J. Heffernan, Elmer Hof, R. Varian Sloan, and J. 
Allison Cary (See cut). 

The University of California School of Medical 
Extension will give a symposia on Diseases of the 
Chest, January 16, 23, and 30 and February 6 in 
co-operation with the California chapter, Stanford 
University, and the American College of Chest 
Physicians. The course has been approved for 25 
hours of postgraduate credit. For further informa- 
tion, write to Dr. Stacy R. Mettier, Head of Post- 
graduate Instruction, Medical Extension, Univer- 
sity of California Medical Center, San Francisco 22. 

San Luis Obispo (California) County chapter 
had its formal organizational meeting and election 
of officers during October at San Luis Obispo. Dr. J. 
Barry Smith was elected president, Dr. Edward 
Blair, vice-president, and Dr. Elvin A. Wical, secre- 
tary-treasurer. 

Election of officers was held at the annual meet- 
ing of the Oregon chapter at Portland in October. 
Dr. Verne L. Adams was elected president, Dr. 


GP January, 1952 


Ennis Kaiser, vice-president, and Dr. Robert C. 
Knott, secretary-treasurer. Drs. C. E. Mason and 
Wallace E. Baldwin are delegates to the A.A.G.P. 
Scientific Assembly. Dr. Navarre Dunn is a new 
member of the board of directors. 

Carbon county (Pennsylvania) members or- 
ganized their own county chapter this fall. New 
officers are Dr. B. Frank Rosenberry, president; Dr. 
Stanley Druckenmiller, vice-president, and Dr. 
Albert Redeline, secretary-treasurer. 

Dr. D. D. Williams is at the helm of the Erie 
(Pennsylvania) chapter of A.A.G.P. Dr. M. S. 
Lucas is the new treasurer for the group, and 
newly-elected members of the board of directors are 
Drs. M. M. Mszanowski, W. S. Wallace, and A. 
M. Kalson. 

Officers of the New Haven (Connecticut) Coun- 
ty chapter were elected at its annual meeting re- 
cently in New Haven. Dr. Mario Conte is presi- 
dent, Dr. John Carrozzella, president-elect, and Dr. 
Richard Elgosin, secretary-treasurer. Members of 
the board of directors are Drs. Michael Shea, An- 
thony Carpentieri, and William Fischer. Drs. Ru- 
dolph Damiani and Nicholas LaFemina are dele- 
gates to the Connecticut State chapter. 

The New Hampshire chapter held a seminar 
on “Pitfalls in Orthopedics in General Practice” 
given by Dr. O. Sherwin Staples of Dartmouth 
Medical School in Plymouth on November 14. 
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in functional G 
B® distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin /Belladonna for 
alleviating spasm and stimulating liver function. 


DECHOLIN with BELLADONNA 


reliable spasmolysis 


The belladonna component of Decholin/Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis. 


DOSAGE 
One or, if necessary, two Decholin/Belladonna Tab- 
lets three times daily. 

COMPOSITION 

Each tablet of Decholin/Belladonna contains Decholin 
(brand of dehydrocholic acid) 3% gr., and ext.. of 
belladonna, '/g gr. (equivalent to tincture of bella- 
donna, 7 minims). Bottles of 100. 


j DB-1 
/ AMES comPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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New officers of the Rhode Island chapter are 
Dr. A. Lloyd Lagerquist, president; Dr. Joseph B. 
Kent, vice-president, and Dr. Richard J. Kraemer, 
secretary-treasurer. Dr. Charles E. Millard is head 
of the Credentials Committee. Drs. Charles L. 
Farrell, Marco Colagiovanni, and Peter C. H. 
Erinackes are newly-elected members of the board 
of directors. Delegates to the A.A.G.P. Scientific 
Assembly are Drs. Millard and Marden Grant Platt. 

A good attendance was reported at the November 
meeting of the New England chapter when new 
officers were elected. Dr. William F. Putnam of 
Lyme, N. H., is president, Dr. Clyde I. Swett of 
Island Falls, Me., vice-president, and Dr. James G. 
Simmons of Fitchburg, Mass., secretary-treasurer. 

On December 13 the Mississippi chapter held 
its annual one-day seminar in Jackson. The panel 
of speakers included Dr. George LeRoy, University 
of Chicago; Dr. M. C. Gilbert and Dr. John 
Brewer, Northwestern University; Dr. Paul Holin- 
ger, University of Illinois; and Dr. Andrew S. 
Tomb, Victoria, Tex. 

The towa chapter held its second formal post- 
graduate course of the 1951-52 series November 8 
in Des Moines. The program on Gastro-Enterology 
was presented by Dr. Carl G. Morlock of Rochester, 
Minn., Dr. Frederick Stiegmann of Chicago, and 
Dr. William M. Fowler of Iowa City. 

The Missouri chapter, with the co-operation of 
the St. Louis University School of Medicine, has 
sponsored postgraduate meetings during the fall 
and winter months at the State Mental Hospital in 
Farmington. January 29 is the final meeting of the 
series. 

Installation of the St. Louis (Missouri) chapter 
ofhcers was held December 1. The new officers are 
Dr. Norton J. Eversoll, president, Dr. Paul E. 
Rutledge, vice-president, Dr. Carl C. Irick, secre- 
tary, and Dr. James A. O’Dowd. treasurer. 

A postgraduate refresher course was held Novem- 
ber 14 in St. Paul by the Minnesota chapter. The 
program which dealt with ten subjects of special 
interest to general practitioners was under the direc- 
tion of Drs. E. H. Rynearson, Charles Rea, Paul F. 
Dwan, Joseph W. Goldsmith, Irving M. Ariel, 
H. O. McPheeters, Ralph T. Knight, George N. 
Aagaard, John F. Briggs, and Leonard A. Lang. 

The board of directors and committee heads of 
the Indiana chapter met with Indiana President 
Dr. Clarence H. Rommel in November for a dinner 
meeting in Indianapolis to complete plans for the 
annual state chapter meeting, which will be held 
April 15-16 in Indianapolis. 
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Aunts in the Printers’ Plants 


LAY OFF THE SLANG, SIR! 


ExPERIENCED meat cutter wanted for full 
time position. Apply Room 1022 University 
Hospital.—Ann Arbor (Mich.) News. 


REPEAT THAT AGAIN, PLEASE 


Ir 1s estimated that one out of every 200,000 
persons in this country has hemophilia; this 
number will increase because medical science 
is learning more about the disease and is pro- 
viding better care for its victims.—Good 
Housekeeping Magazine. 


ABSENT-MINDED 


He rjurep his hand while trying to remove 
a ring from his finger. At the hospital the 
ring was treated and dismissed.—Omaha 


CNeb.) Herald. 
EXCITING 
Temptation hits 109—Man still lives.— 
Kirksville (Mo.) News & Express. 
OLD SLOW-TIMER 


Tue gift was presented by the Chief of Staff, 
who praised the veteran doctor as an impor- 
tant clog of the hospital staff.—Emington 
(Utah) Observer. 
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Knowing the importance of variety in building future good eating habits. For 
pediatric diets, Gerber’s offer you the most besides the quality you look for, Gerber’s 
complete line of strained foods. There’s also offer the purée-like texture and bland 
real prescription selectivity when you can taste that appeal to little tongues . . . are 
make your suggestions from starting easy on little stomachs. 
cereals through 30 varieties of fruits, soups, You simplify the young mother’s prob- 
vegetables, desserts—even meats. lems, too, when you recommend Gerber’s. 
You can count on baby’s acceptance Her shopping is easy when she can find all 
of Gerber’s, too . . . an important factor in varieties under one trustworthy label. 


Babies one oun business... or business ! 


SPECIAL OFFER! 
Recommendation pads for 
strained foods, plus Baby 
Foods Analysis Folder. Write 


on your letterhead to BABY FOODS 


Gerber’s, Dept. 101-2, Fre- 
mont, Michigan. CEREALS © STRAINED & JUNIOR FOODS * MEATS 
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At the fall meeting of the Indiana State Medical 
Association, the Indiana chapter had its annual 
luncheon meeting. Guest speaker was Lee Penning- 
ton of the FBI, assistant to J. Edgar Hoover. 

A seminar on The Basic Sciences sponsored by 
the Southwestern Ohio Society of General Physi- 
cians, in collaboration with the University of Cin- 
cinnati College of Medicine during October, No- 
vember, and early December provides 12 hours of 
formal postgraduate training credit for Ohio gen- 
eral practitioners. 

The South Carolina chapter sponsored a sym- 
posium on Diabetes the last of October and the 
Tenth Annual Alumni Postgraduate Seminar both 
at the Medical College of the State of South Caro- 
lina at Charleston, S. C. 

At the annual fall meeting of the Massachu- 
setts chapter in Boston it was reported that 59 per 
cent of the members had sent in their questionnaires 
about hospital connections and postgraduate facili- 
ties and that a high percentage of hospitals had 
replied to the questionnaire on teaching facilities 
for the family physician. The Massachusetts chap- 
ter has contributed $500 toward the survey and co- 
ordination of postgraduate study in the state. 

Dr. Herman E. Hilleboe, New York State com- 
missioner of health, spoke on medical and surgical 
services of the armed forces in Korea at a recent 
meeting of the Albany (New York) County chap- 
ter of A.A.G.P. in Albany and a joint session of 
Rochester, Rochester Regional, and Wayne county 
chapters. Dr. Hilleboe accompanied Governor 
Thomas E. Dewey on his Pacific tour. 

New officers of the Chemung (New York) 
County chapter, which was organized in Septem- 
ber, are Dr. Donald Groff, president, Dr. Lawrence 
Linderberry, vice-president, and Dr. M. Eugene 
Wellsburg, secretary-treasurer. Chemung County 
chapter sent 100 per cent of its membership to the 
annual state scientific assembly in October. 

The first Eastern Central States Coordinating 
Conference was launched at the Third Annual Sci- 
entific Assembly of the New York chapter in New 
York City the last of October. The conference is a 
regional organization representing Massachusetts, 
Maine, Rhode Island, Connecticut, New York, 
New Jersey, Pennsylvania, Maryland, and Dela- 
ware. This group will act in support of the Acad- 
emy in matters requiring united action. Academy 
members in all these states have been invited to be 
guests of the New York chapter at its 1952 meeting. 

A new feature of the annual New York chapter 
assemblies, the Physicians Art Exhibit, directed by 


GP @ January, 1952 


Dr. F. Donald Napolitano of New York City, was 
such a success that it is to become a permanent fea- 
ture of state meetings. 

The national building project received much sup- 
port at the state meeting and Dr. Donald E. Dono- 
van, a New York State chapter director, has been 
appointed chairman of the New York State commit- 
tee on national building. 

At the Fifth Annual Postoperative Lectures and 
Demonstrations sponsored by the Michigan and 
the Wayne County (Michigan) chapters in No- 
vember at Henry Ford Hospital in Detroit, the elec- 
tronic stethoscope, owned by the local chapter, was 
demonstrated. Twelve physicians can listen at once 
while a diagnosis is being made and it can be con- 
nected to a loudspeaker for lecture work. 

The women’s auxiliaries of the First and Second 
Districts of the Lovisiana chapter gave toys, pre- 
sented at the December meeting, to a charitable in- 
stitution. Plans are being made for the auxiliary’s 
next annual convention in September, 1952. Mrs. 
George Feldner, past president of the state auxil- 
iary, was honored at the November meeting for 
having been chosen “Woman of the Week” on a 
radio program. 

Mrs. Edwin B. Guidry is new president of the 
Louisiana chapter auxiliary. 

Organization of the Central Texas chapter of 
A.A.G.P. took place October 10 in Waco with 
about 25 interested general practitioners from Waco 
and surrounding areas attending. Dr. John R. Shipp 
was elected president, Dr. F. C. Weekley, vice-presi- 
dent, and Dr. Edwin Goodall, secretary-treasurer. 

The Montana chapter's delegates to the 
A.A.G.P. Scientific Assembly in Atlantic City are 
Drs. John William Schubert and Brownlow Clifford 
Farrand. 

The New Jersey chapter presented the third in 
a series of postgraduate programs under the spon- 
sorship of the New Jersey State Department of 
Health on November 29 in Camden. Drs. Elliot F. 
Maguire, Craig Wright Muckle, and A. Reynolds 
Crane comprised the team from the Benjamin 
Franklin Clinic of the Pennsylvania Hospital, who 
presented the program. A postgraduate academic 
session was held in September at Camden. 

November was the banner month for the Mlinois 
chapter which announced the chartering of six 
new regional chapters and the obtaining of 81 new 
members. The new chapters are Sangamon, Rock 
Island, American Hospital, Danville, Ryburn Me- 
morial Hospital, and DeKalb. 

New officers of Sangamon Regional chapter are 
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CONTROL OF FUNCTIONAL VOMITING 


before and after anesthesia 


> in epidemic vomiting 


PHOSPHORATED CARBOHYDRATE SOLUTION 


1-3 teaspoonfuls 1 or 2 table- 


EMETROL is a phosphorated car- 
bohydrate solution which controls 
functional vomiting through a 
unique physiologic action. Clinical 
findings have established its 
broad therapeutic effectiveness.2 


Since EMETROL is free of anti- 
histamines, barbiturates, nar- 
cotics, or stimulants, it may be 
prescribed for patients of all age 
groups with complete safety. Its 
delicious “peppermint candy” 
taste makes every dose welcome 
to the patient. 


15-30 minutes be- 
fore anesthesia 
and as soon as 
feasible after 
operation 


1 or 2 teaspoonfuls 
at 15-minute intervals 
until vomiting ceases 


spoonfuls at same 
intervals as for 
children 


1 or 2 tablespoon- 
fuls on arising, 
repeated every three 
hours or whenever 
nausea threatens 


1 or 2 table- 
spoonfuls at 
15-minute inter- 
vals until vomiting 
ceases 


1. Bradley, J. E., et al.: J. Pediat. 38: 41 (Jan.) 1951 LITERATURE AND SAMPLES TO PHYSICIANS ON REQUEST 


Janney) KINNEY & COMPANY ~ COLUMBUS, INDIANA 
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Dr. Nelson H. Chestnut, president, Dr. Kenneth 
J. Malmberg, vice-president, and Dr. William E. 
Farney, secretary-treasurer. 

Dr. S. P. Durr, president, Dr. Martin Woloski, 
secretary-treasurer, and Dr. S. Errico, vice-president, 
are the newly-elected officers of the Rock Island 
Regional group. 

American Hospital Regional chapter's officers are 
Dr. Arthur Weiss, president, and Dr. Clarence S. 


Krakow, secretary. 


BUILDING FUND BREATHER 


Arter the big Texan surge in October, contribu- 
tions to the Permanent Building Fund in Novem- 
ber appeared to have eased up for a short period 
of breath-catching. That it will be only momentary, 
however, is suggested by the fact that it marks the 
first trickle of checks from California, where a re- 
cent strong drive—actively supported by the state 
chapter organization—is just beginning to produce 
results. Minnesota contributions are also starting 
to move and New York gives assurance that there 
is much more to come from the Empire state. The 
Missouri committee has just instituted a letter cam- 
paign, addressed to all general practitioners in the 
state, which promises to produce over $3,000 before 
the New Year. 


REPORT OF CONTRIBUTIONS BY STATES 


November Total 

100.00 
297.00 

ens 
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HERE WE COME, 


Danville, the fourth new regional chapter, elected 
Dr. Saul Halpern, president, and Dr. Fritz Koenig, 
secretary. 

President Dr. Richard Dunn and Secretary Dr. 
H. E. Steward are the officers of the new Ryburn 
Memorial Hospital Regional chapter. 

The DeKalb Regional chapter elected Dr. Ralph 
McAllister, president, Dr. George H. Joost, vice- 
president, and Dr. Edward B. Glenn, secretary- 
treasurer. 


245.00 
es 15.00 367.00 

418.00 
4,520.00 
cc 

385.00 

West 135.00 405.00 
380.00 
15.00 


$882.00 $19,337.00 
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Mental Depression 


accompanied hy Nervous Tension 


By elevating the mood, Syntil helps achieve a less worrisome attitude—which in 
turn relieves aggravation of the organic condition. 


Syntil—a carefully balanced combination of central stimu- 
lant and “daytime” sedative— 


Syntil relieves depression 7" 


—with the central nervous stimulation of Syndrox® Hydro- 
chloride (Methamphetamine Hydrochloride, McNeil) 


Syntil reduces nervous tension... 


—with the steadying influence of Butisol® Sodium (Buta- 
barbital Sodium, McNeil) 


Each scored yellow tablet contains: 


Syndrox® Hydrochloride 2.5 mg. 
Butisol® Sodium 15 mg. (% gr.) 


SUGGESTED DOSAGE: 


One tablet with meals three times a day. Caution: Use only 
as directed. 


Tablets Syntil are supplied in bottles of 100 and 1000. Sam- 
ples on request. 


McNeil 


LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 


*Trademark 


successful Wew product in 


allergies 
ama Germatoses 


Pyromen initiates responses in the circulating 

leucocytes, in the reticulo-endothelial 

ila, and the endocrine systems. These responses 
are generally the opposite to those 

initiated by the adrenocorticotropic hormone. 


Pyromen has a wide margin of safety 

| and is proving to be increasingly useful in 
the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 


—— Pyromen is supplied in 10 cc. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 cc. vials containing 10 gamma per cc. 


For more complete information write ““Pyromen” 
on your R, and mail to us 


Manufactured by 
TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC. 
MORTON GROVE, ILLINOIS 


Vyrome: 


wins: gona 
senprotenn 
Dose Cont 
SOSE: SEE ENCLOY 
INTRAVENOUS USE 
Mer viocured 
PA INC MORTON 
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The Gentarth formula constitutes a new, direct Each tablet contains: 
approach for relief of pain and reduction of 


swelling and joint inflammation in rheumatoid . 
arthritis. Gentarth is non-hormonal in action. Sodium Gentisate. . . . . . . . . | 100mg. 
Sodium gentisate has been found to produce Reyel .............() 325mg 
favorable results in both rheumatoid arthritis (representing 43% Salicylic Acid and 
and acute rheumatic fever,? possibly because 3% lodine in a Calcium-Sodium 
of its inhibiting effect on the hyaluronidase in Phosphate buffer salt combination) 
synovial cavities.*4 Inclusion of salicylate, as 
in the Gentarth formula, provides additional anal- Succinic Acid ........ . . fj 130mg. 
gesic action and enhances effectiveness. 
Gentarth tablets also contain succinic acid to Dosage: 2 to 4 tablets 3 or 4 times daily (after 


protect against increase in prothrombin time— meals and before bedtime). 

a necessary precaution in prolonged salicylate 

therapy. Supplied in bottles of 100, 500 and 1,000. 
Available through all ethical pharmacies. 


1. Boyd, L.J., Lombardi, A.A., and Svigals, C.: New York Med, 
Serving the medical profession for nearly a third of a century College Bull., 13:91, 1950. 


2. Meyer, K.and Ragan, C.: Mod. Concepts of Card. Disp., 17:2, 1948, 
3. Quick, A.J.: J. Biol. Chem., 101:475, 1933. 
4. Guerra, J.: J. Pharm. Exper. Ther., 87:1943, 1946, 


PHARMACAL COMPANY Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa, 


nslore 


pain-free activity 


“The best results were obtained in patients... 


treated with sodium gentisate and salicylate”! 


ENTART 


The original preparation containing sodium gentisate, 
an inhibitor of the spreading factor enzyme, hyaluronidase 
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SAFE... sustained benefit 


® 
A-M-T 
ALUMINA - MAGNESIUM -TRISILICATE 


Relief of hyperacidity is prompt and lasting. 
Nonconstipating. Pleasant and convenient 
to take. 


Swallow—do not chew. Disintegrates and 
dissolves rapidly in gastric juice. 

Prescribe either 

A-M-T SUSPENSION: Bottles of 12 fl. oz. 
A-M-T TABLETS: Handy tins of 30; bottles 
of 100. 
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Riboflavin 
Nicotinamide . 


Of ascorbic acid 100 me 
22 40th Street, New York 16, N.Y. We 
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supplementary effects 


wherever estrogen-androgen therapy is indicated... 


1. @. In fractures and osteoporosis in either sex to promote 


bone development, tissue growth, and repair. 


1. @. In the female climacteric in certain selected cases. 


1. @. In dysmenorrhea in an attempt to suppress ovulation 
on the basis that anovulatory bleeding is usually painless. 


1. @. In the male climacteric to reduce follicle-stimulating hormone levels. 


A steroid combination which permits utilization of both 
the complementary and the neutralizing effects of 
estrogen and androgen when administered concomitantly. 
Thus certain properties of either sex hormone may be 
employed in the opposite sex with a minimum of side 
effects. Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated form 
expressed as sodium estrone sulfate, 
together with methyltestosterone. 
No. 879—Conjugated estrogens equine 

x. 1.25 mg. 


Methyltestosterone .............10.0 mg. 
Bottles of 100 tablets (yellow) 


No. 878—Conjugated estrogens equine METHYLTESTOSTE RON E 


(“Premarin”) ................/ 0.625 mg. 
Methyltestosterone . ..... 5.0 mg. 


Bottles of 100 tablets (red) for combined estrogen-androgen therapy 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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high potency 


convenient 


dosage form 


250 mg. of pure Crystalline Terramycin per 
teaspoonful (5 cc.). Supplied in a combination 
package consisting of a vial containing 


1.5 Gm. Crystalline Terramycin...and a bottle 


containing 1 fl. oz. of flavored diluent. 
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For all patients, young and old, 


who prefer effective broad-spectrum 


therapy in the best of taste. 


suspension 


Delicious raspberry-flavored preparation 
made possible by the unique physical 
properties of well-tolerated Terramycin— 
for prompt, effective and palatable 
therapy of a wide range of infections. 


TERRAMYCIN 

PENICILLIN 
STREPTOMYCIN 
DIHYOROSTREPTOMYCIN 
POLYMYXIN 

BACIFRACIN 
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Assured Supply of Raw Materials 


As a division of Wilson & Co., Inc.—a 
leader in the meat processing industry — 
The Wilson Laboratories are able to 
exercise rigid control in the selection of 
the highest quality raw materials and 
are assured an adequate supply of the 
healthiest livestock available. 


FOR DEPENDABLE EFFECTIVENESS AT MINIMUM COST SPECIFY ( 


IC() top {| soLutTion WILSON 


Pituitary Selection— 
Under Rigid Control 


Glands are removed and collected ac- 
cording to exacting specifications devel- 
oped by The Wilson Laboratories 
through 33 years experience as pioneers 
in the development of fine pharmaceu- 
ticals of animal origin. The Wilson Labo- 
ratories are known throughout the 
world as major suppliers of such prod- 
ucts as Liver Extracts U.S.P. and N.F.; 
Cholesterol U.S.P.; Thyroid U.S.P.;and 
Pituitary Injection U.S.P. 


Unique Method of Preparation 


The unique method of preparation has 
made possible adrenocorticotropic hor- 
mone in a stable, highly potent solution 
at a price most patients can afford. 
CORTICOTROPIN SOLUTION 
WILSON provides the desired pharma- 
cologic activity of ACTH in standard- 
ized potency and stable form. 


& Co., Inc. 


4221 S. Western Bivd., Chicago 9, Ill. asin 


Convenient Multiple Dose Vial 
CorTICOTROPIN SOLUTION WILSON is 
supplied in a multiple dose vial which 
eliminates the inconvenience of mix- 
ing individual doses and abolishes 
the waste of discarding unused por- 
tions. Each 5 cc. vial contains 200 
U.S.P. units. 


All claims made for Corticotropin 
Solution Wilson have been approved 
by the Council on Pharmacy and 
Chemistry of the American Medical 
Association. 
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STABLE SOLUTION OF 


Control of Potency and Purity 


To assure potency and safety, repeated 
animal and chemical assays are made. 
Potency is controlled by repeated as- 
corbic acid depletion assays on hypo- 
physectomized rats. Maximal safety is 
insured by oxytocic tests on roosters, 
gonadotropic and thyrotropic assays 
on chicks, and by repeated chemical 
determinations. 


For Subcutaneous, Intramuscular and Intravenous Administration 


A. M. A. Council Recommended 
Standardization 


CORTICOTROPIN SOLUTION 
WILSON is standardized in U.S.P 
units, as recommended by the Council 
on Pharmacy and Chemistry of the 
American Medical Association and the 
U.S.P. Committee of Revision.' Con- 
fusion, which may result from a multi- 
plicity of standards, is thus minimized. 


1. Editorials and comments, J.A.M.A.. vol. 147, 
No. 4 (September 22) 1951. 


RELATIVELY LOW COST 


Thrifty “farm to pharmacy” control combined with new 
methods of preparation, purification, and standardization, 
enables The Wilson Laboratories to sell CORTICOTROPIN 
SOLUTION WILSON at a relatively low cost. These new 
economies now make ACTH therapy available at a price 
most patients can afford. 


a derivative of the > 
anterior pituitary developed by 
The Wilson Laboratories 

division of Wilson & Co., lac. 


Stable Solution of ACTH 


CORTICOTROPIN SOLUTION 
WILSON is a potent solution of ACTH 
—stable for more than 1% years with- 
out refrigeration. It is a true solution— 
not a suspension. It does not require 
aqueous reconstitution, mixing, shaking 
or heating. 


Physicians’ Price: $10.00 pér 5 cc. vial containing 200 U.S.P. 
units (equivalent to $2.00 per cc. containing 40 U.S.P. units). 
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Frequently Encountered 


Vaginal 


oT only do Vagisol Tablets—suppositories tablet- 
shaped for easy vaginal insertion—prove lethal for 
trichomonas, monilia, and certain pathogenic bac- 
teria, but they also alter the characteristics of the 
wohl secretions to encourage the growth of the nor- 

/ mal Doderlein bacillus. 


Vagisol Suppositories accomplish this twofold approach 
through the powerful antibacterial influence of phenyl 
mercuric acetate and tyrothricin, and the desirable ac- 
tions of succinic acid, papain, lactose, and sodium lauryl 
sulfate. The latter ingredients aid in restoring normal 
vaginal acidity and in encouraging the growth of Doder- 
lein bacilli. 

Vagisol Suppositories are specifically indicated in the 
treatment of Trichomonas and Monilia vaginitis, and in 
the management of other vaginal and cervical infections; 
they can be used either alone or in conjunction with 
local surgery. The usual course of treatment consists of 

. _ One suppository inserted high into the vagina morning 
Gnd night for a period of three weeks. Vago! 
Tyrothrcin, eee a 05 - (0.008 grain) positories are nonstaining, odorless, and nonirritant. Sup- 


Suecinic Acid........... 12.5 mg. (0.193 grain) plied in bottles of 36 suppositories. 
Sodium Lauryl Sulfate... 3.0 mg. (0.046 grain) 


mg. (0.385 grain) SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


VAGISOL 


TABLETS 


A PREPARATION 
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KNOX GELATINE 


AS A PHARMACEUTICAL PRODUCT 


Nit made oth cane 


For example, Knox is made with the same rigid type 
\ of controls which are back of the only accepted blood plasma 


extender for use in shock management. A number of gelatines 
have an acid pH whereas the pH of Knox Gelatine is neutral. 


For over 50 years Knox has always had the 
patient in mind, and every one of the seventeen steps 
in the Knox operation is controlled as 
carefully as the finest pharmaceutical, with the result that 
Knox standards are higher than U.S.P. and 85 to 87 
per cent of Knox Gelatine is pure protein composed 
ro 100 per cent of various amino acids. 


Knox Gelatine is practically standard in the diets of 
Diabetes, Colitis, Peptic Ulcer and Low Salt, 
Reducing and Liquid and Soft Diets. 


Available at grocery stores in 
4-envelope family size and 
32-envelope economy size packages. 


If you are interested in seeing just how Knox Gelatine is made, 
write for our new photographic brochure, “Behind the Scenes 
with Knox Gelatine” (reading time—10 minutes). At the same 
time specify brochures on any diets mentioned above in which 
you may be interested. Knox Gelatine, Johnstown, N. Y. Dept. GP 


KNOX GELATINE P. 
ALL PROTEIN NO SUGAR 
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An achievement 


in pharmaceutical elegance 


Spherettes 


A pleasant tasting, chewable multivitamin preparation 


Omni-Vita* Spherettes provide all the essential vitamins, A, D, C, Bi, 
Be, Be, Biz, and Panthenol in small, flavorful, candy-like Spherettes. 
Omni-Vita* Spherettes can be chewed which favors more prompt and 
complete absorption of their vitamin components. Children, especially, 
but many adults as well, who cannot take vitamins in oils, drops, fishy- 
tasting liquids, capsules or tablets like chewable, good-tasting, inexpen- 
sive Omni-Vita* Spherettes. 


OMNI-VITA* Spherettes 
“The preferable way to prescribe vitamins” 


WILLIAM R. WARNER 


Division of Warner-Hudnut, Inc. 
New York ¢ Los Angeles St. Louis 
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A cough medication— 


“significantly 


Carefully controlled tests on 52 institutionalized 
patients have led to the conclusion! that “in all 
important categories, the glycerol guaiacolate 
preparation (Robitussin) was significantly superior” 
to the recognized remedies ammonium chloride and 
terpin hydrate. 


Robitussin ‘Robins’ employs not only glyceryl 
guaiacolate— shown to have maximum effectiveness 
for increasing respiratory tract secretions” and reducing 
coughing spells’ — but also desoxyephedrine 
hydrochloride, for relieving bronchiolar constriction‘ 
and improving the patient’s mood.’ An exceptionally 
palatable syrup, for both adults and children. 
REFERENCES: 1. American Practitioner and Digest of Treatment, 
2:844, 1951. 2. J. Pharmacol. & Exper. Therapy, 87:24, 1946. 


3. Ibid, 73:65, 1941. 4: J. Pharmacol. 77:324, 1943. 5. J. Lab. & 
Clin. Med., 28:603, 1943. 


A. H. ROBINS CO., INC. « RICHMOND 20, VA. 


Robitussin 


as 
ae 
> 
2 
: 
ae 
oda 
Tabulating ab 
clinical findings 


Before surgery --- 
A 
fer surgery 


Picture the patient 
... before and after 


Today it’s common practice with many physicians and 
surgeons to document each significant case with photographs 
made before and after treatment. 

Common practice, too, is to use a Kodaslide Table Viewer, 
Model A, when presenting such pictures—particularly to 
small groups. This convenient projection outfit (illustrated) 
includes screen, projector, and changer in one unit. It takes 
standard 35mm. or Bantam slides, produces a brilliant image 
up to 544x7 inches in a fully lighted room. Weighs only 
11 pounds with case. List price of Viewer, $97.50. 

Also available: Kodaslide Table Viewer, 4X. It provides 
sharp, radiant images enlarged over four times. Ideal for 
arranging and editing. List price, $49.50. 

For further details—see your nearest dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Kodak products 

for the medical profession 
include: 

X-ray films and chemicals; elec- 
trocardiographic papers and film; 
cameras and projectors—still- 
and motion-picture; enlargers 
and printers; photographic film 
—full-color and black-and-white 
(including infrared); photo- 
graphic papers; photographic 
processing chemicals; microfilm- 
ing equipment and microfilm. 


Serving medical progress through Photography and Radiography 
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FATAL BORIC ACID POISONING OF TWENTY-DAY-OLD INFANT 


ANOTHER REASON FOR 


® 


CHLORIDE 


(METHYL BENTETMONIUM CHLORION) 
BACTERICIDAL WATER-MISCIBLE SAFE 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 

cates the physician's and nurse’s need of making sure to é 
recommend to every mother a “diaper rash” dusting i f 
powder and ointment containing no boric acid. 


DIAPARENE CHLORIDE AVAILABLE AS DUSTING POWDER, OINTMENT AND RINSE TABLE’ 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK 
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selective 
anticholinergic gives 


Methylsulfate 


for peptic ulcer 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage 
reduces gastric motility and secretion 
relieves pain 


PranTaL* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 
PrantaL Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 
secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. 


The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used. Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 


A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. 


A clinical supply of Prantat Methylsulfate will be sent to you on request. 


Average Dosage: One tablet (100 mg.) four times daily. 
Packaging: PranTAt Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. a i 
scored tablets, bottles of 100, pes Py 


*T.M. 


Selering CORPORATION + BLOOMFIELD, NEW JERSEY 
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1. McCracken, J.P. et al: Gout: Still a Forgotten Disease, 
J.A.M.A. 131:367-372 (June 1) 1946. 
2. Freyberg, R.H.: Practical Considerations in the Man- 


agement of Arthritis, Pennsylvania M.J. 51:729-738 
(April) 1948. 
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GOUTY ARTHRITIS 


Arthritis which occurs acutely or subacutely and is associated 
with complete remission “should be considered gout until 
proved otherwise.’ 

In early attacks especially, states Freyberg,’ “gouty arthritis 
may be difficult to differentiate from other forms of acute 
arthritis. In such instances the therapeutic test with colchicine 
should be employed.” 


Each Tablet Cinbisal contains: 


So dramatic is the response to Cinbisal that it 
may well be employed as a therapeutic test in the a r 
diagnosis of gouty arthritis. Cinbisal promotes i \ 


urate elimination via the kidneys and relieves pain 
promptly. 


SUGGESTED DOSAGE: 
One or two tablets every four hours. 


SUPPLIED: 
Bottles of 100 and 1000 tablets \ 
(Engestic ® coated green.) 


SAMPLES ON REQUEST 


*Trademark of McNeil Laboratories, Inc. 
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DRAMCILLIN 

preparations now include: 

PEMICILLIN 
DRAMCILLIN-500, 
DRAMCILLIN-250, 
(250,000 units* per tea- 
spoonful), DRAMCILLIN 
(100,000 units* per tea- 
spoonful), DROPCILLIN 
(50,000 units* per drop- 
perful). 

PENICILLIN. 
TRIPLE SULFONAMIDES 


DRAMCILLIN-250 with 
Tripie Sulfonamides, 
DRAMCILLIN-250 Tablets 
withTriple Sulfonamides, 
x DRAMCILLIN with Triple 
Sulfonamides (100,000 


; units of penicillin and 0.167 
. grams each of sulfadiazine, 
: sulfamerazine and sulfacet- 


imide per teaspoonful). 
“Buffered Crystalline Penicillin G 
Potassium 


DRAMCILLIN 


@ On convenient 8 to 12 hour dosage sched- 
ule, Dramcillin-500 produces optimal ther- 
apeutic effect in most infections 


@ More uniform absorption due to magnitude 
of dosage 


@ The most economical high potency, liquid 
oral penicillin 


DRAMCILLIN — 


@ fully effective with just 4 doses daily 


@ the only high potency, liquid penicillin- 
sulfonamide combination containing rap- 
idly absorbed and highly soluble sulfaceti- 
mide 


DRAMCILLIN— 


@ each tablet is equivalent to one teaspoon- 
ful of the above liquid form 


With the addition of these three new preparations, 
DRAMCILLIN—one easily remembered name— 
now identifies an effective, palatable, and most 
complete group of products designed to meet every 
commonly encountered need of the physician in 
treatment with oral penicillin or penicillin-sulfona- 
mides. White Laboratories, Inc., Kenilworth, N. J. 
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“TRIPLE SULFONAMIDES 250,000 units penicillin® with 0.1¢ 


each sulfadiazine, sulfamerazine, sulfacetamide per t | iL 


Floropryl is particularly recom- 
mended in cases of glaucoma in 
eyes that do not respond to other 
miotics, 


In the 


treatment of 


Glaucoma 


THIS EFFECTIVE MIOTIC AFFORDS 
LONG DURATION OF ACTION 


For reduction of intraocular tension in 
glaucoma, Floropryl® (Di-isopropy! Fluoro- 
phosphate Merck) has several distinct ad- 
vantages: 


(1) High potency against cholinesterase 
(2) Comparatively infrequent need of ap- 
plication 
(3) Prolonged action (greatly exceeding 
that of pilocarpine or physostigmine) 
(4) Virtual freedom from systemic disturb- 
ance 
AVAILABLE in 5 ce. dropper-bottles of a 
0.1% solution in peanut oil. 


LITERATURE containing full information 


on indications, pharmacology, and dosage 
is available on request. 


(Brand of Isoflurophate; DFP) (Di-isopropyl Fluorophosphate Merck) 


Floropryl is the registered trade-mark of 
Merck & Co., Inc. for its brand of isofluro- 
phate (di-isopropy! fluorophosphate). 


MERCK & CO., INc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 


In Canada: MERCK & CO. Limited - Montreal 
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RIGHT THROUGH THE MENOPAUSE 


MARTIN 

i 


on oral estrogen therapy that imparts no odor, no taste, no aftertaste 


“HEN you have made her realize that the end pausal patients, Perloff! reported that SULESTREX was a 
of menstruation is not the end of an active life, part of “potent and effective oral estrogen with an extremely 
the problem of the menopausal patient is solved. And low incidence of nausea.” Complete control of symp- 
you can solve the other—control of the actual physical —_ toms was attained with from 0.5 to 4.5 mg. of SULESTREX 
symptoms—with your prescription for SULESTREX. daily. Median dose was 1.5 mg. Other trials have also 
A pure, stable, reproducible estrone salt, SULESTREX shown that response to the drug is constant, predict- 
is as effective estrogen therapy as science has yet cre- _— able and relatively free of side-effects. Write for de- 
ated. Always odorless and tasteless, SULESTREX has no tailed literature. Now in three potencies—0.75-, 1.5- 
urinaceous substances present to cloud the breath or — and 3.0-mg. tablets—Sutestrex Piperazine is available 
perspiration. It will ease her mind if you tell her that. _—_at all prescription pharmacies. Abbott 


After completing the study of 58 standardized meno- _ Laboratories, North Chicago, Illinois. 


TRADE MARK 


PIPERAZINE TABLETS 


(PIPERAZINE ESTRONE SULFATE, ABBOTT) 


1. Perloff, Wm. H. (1951), Treatment of the Menopause. II. Amer. J. Obst. and Gynec., 61:670, March. 
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RESINAT-—the ANION exchange resin. Inhibits pepsin. 
Normalizes hydrochloric acid. Adsorbs acid in the stomach, releases it 


harmlessly in the alkaline small intestine. Indicated in PEPTIC ULCER. 


NATRINIL—the CATION exchange resin. For sodium withdrawal. Indicated 
in CONGESTIVE HEART FAILURE, EDEMATOUS STATES, HYPERTENSION. 
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In diarrhea, and the nausea of pregnancy — 


RESION is indicated wherever diarrhea, food poisoning or a generalized 
state of gastrointestinal toxicity exists.'-? It is a valuable adjuvant in the 
treatment of these disorders. It is also of definite benefit in gastroenteritis, 
flatulence,’ mucous colitis, infantile diarrhea? * and in the management of 
the nausea and vomiting of pregnancy.4 


RESION is an extremely palatable suspension of special insoluble adsorbent 
ingredients and is specifically designed to take up and remove from the in- 
testinal tract, toxic compounds. The effect is one of selective adsorption and 

electrochemical attraction. 


RESION adsorbs and inhibits the action of many of the products of putre- 
faction in the intestinal tract and removes substances of endogenous bac- 
terial origin, as toxins.’ 2-5 6 


RESION’S individual constituents exert a mutually additive action:—* 7 


Polyamine methylene resin adsorbs toxic bacterial metabolites, such as 
indole and skatole, and also guanidine, histamine and tyramine. 


Sodium aluminum silicate adsorbs the toxic amines—tyramine, cadaverine, 
histamine; putrescine, guanidine, also indole and skatole. It inhibits the ac- 
tion of lysozyme.” 


Magnesium aluminum silicate adsorbs lysozyme,'- 5 *7 cadaverine and 
other amines resulting from putrefactive processes. 


How supplied: RESION is supplied in a palatable vehicle: 
Bottles of 4 and 12 ounces. 


RESION 


1 Rollins, C. T., to be published. 
2 Joslin, C. L.: Del. St. Med. J. 25:35, 1950. 

3 Quintos, F. N.: Philippine J. of Med. 26:155, 1950. 

4 Fitzpatrick, V. P.; Hunter, R. E., and Brambel, C. E.; Am. J. Diges. Dis. 18:340, 1951. 
5 Meyer, K.; Prudden, J. F.; Lehman, W. L. and Steinberg, A.: Am. J. Med. 5:482, 1948, 
6 Martin, G. J.: Am. J. Diges. Dis. 18:16, 1951. 

7 Moss, J. N. and Martin, G. J.: Am. J. Diges. Dis. 15:412, 1948. 


THE NATIONAL DRUG COMPANY ©® Philadelphia 44, Pa. 
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In ECZEMA 

INFANTILE ECZEMA 
PSORIASIS 

FOLLICULITIS 
SEBORRHEIC DERMATITIS 
INTERTRIGO 

PITYRIASIS 

DYSHIDROSIS 

TINEA CRURIS 

VARICOSE ULCERS 
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Tarbonis combines the three features needed for successful management 


of a host of dermatologic conditions: 

It presents all the therapeutic properties of crude tar, but in a 
form liberated from the undesirable properties which so long have made 
tar therapy unacceptable to physician as well as patient. 

It is so nonirritant, in spite of its dependable efficacy, that it is safely 
used for infants and on the tenderest body areas. 

Tarbonis presents a specially processed liquor carbonis detergens 
(5 per cent), together with lanolin and menthol, in a vanishing-type 
cream base. It is greaseless, free from all tarry odor, and—since it leaves 
virtually no trace on proper application—is appreciated by the patient, 
especially when exposed body surfaces are involved. 

TARBONIS is available through all pharmacies upon prescription. 
For dispensing purposes TARBONIS is packaged in 1-lb. and 6-lb. 
jars through Physicians’ and Hospital Supply Houses. 

Physicians are invited to send for clinical test samples to 


demonstrate the antipruritic, decongestant, remedial 
properties of Tarbonis in the conditions listed at the left. 


THE TARBONIS COMPANY 
4300 Euclid Avenue + Cleveland 3, Ohio 
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A new case history with pictures 


The unique value of Dexamyl* in providing symptomatic relief from 
mental and emotional distress is clearly demonstrated in this 
case history—reported by a Philadelphia general practitioner. 


x * 


Patient: S.M. (shown in photos on opposite page), "a lovely old 
lady", age 80, afflicted with arteriosclerosis, cardio-renal 
insufficiency, degenerative osteoarthritis and diabetes 
mellitus. She is "plagued with nervousness, profound 

weakness, vertigo, and pain." 


"The only thing she asked of life was that she die before her 
children. Life did not grant her this balm. The untimely 
death of a daughter through suicide wrapped every one of her 
reflections in a package of misery." 


Medical treatment: "Despite ... her cardiovascular pathology, 
I resorted to Dexamyl as the best of the geriatric 
armamentarium. At first she received two tablets on arising; 
one at noon; and one at 5 P.M. After two months I was able 
to reduce the dosage." 


Results: "Dexamyl did not fail. It relieved her nervous 
uncertainty, her depressive weariness, her melancholia and her 
tearfulness. Dexamyl helped her to smile again.” 
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Each tablet contains te (dextro-amphetamine sulfate, S.K.F.), 
smith, Kline rench Laboratories, Philadelphia 


These unposed photographs of patient S.M 


interview with her 
See the opposite page 
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the mouths 
of babes 


DIATUSSIN 


easy-to-take, 
non-narcotic cough control 


medication without agitation 


Infants and small children accept palatable Diatussin drops without 
fuss. Since the dose is only 2 to 5 drops, it can be 
given directly on the tongue or in a spoonful of dessert or cereal. 


control without narcotics 


Diatussin reduces the frequency and severity of cough while 
increasing its productivity. It does not unduly suppress the cough 
reflex—an important consideration in pediatric practice. 


dosage 


Under 5 years: 2 to 4 drops, three or four times daily. 
Over 5 years: 5 drops, three or four times daily. 
Severe cases: 2 drops every two or three hours. 
Adults: 3 to 7 drops three or four times daily. 


composition 
Diatussin is an alcoholic extract of thyme (Thymus vulgaris) in a base 


of extract of drosera (Drosera rotundifolia). The alcoholic extract of thyme 
is more effective than the commonly used oil. 


Diatussin Syrup, consisting of the same extracts in an aqueous dextrose 
vehicle, is compatible with the soluble sedatives, narcotics and antihistamines, 
Each teaspoonful contains 2 drops of the extract. 


Dratussin is supplied in 6 cc. bottles with dropper. 
Dratussin Syrup in 4 oz. and 1 pint bottles. 


ERNST BISCHOFF COMPANY, INC., rvoryTON, CONN. 
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The therapeutic 
Multivitamin 


Vitamins 
ADC B, B, Be 


Niacin Amide 


Therapeutic 
Multivitamin 


COMPARE POTENCIES 


A (synthetic)... 25,000 uU.s.P. units 
D (activated ergosterol) 1,000.u.s.r. units 
C (ascorbic acid} 9 150 mg. 
B; (thiamin chloride)... 


B2 (riboflavin) 


wi pes OF Si2 
and synthetic Vitamin 
LOWER COST TO YOUR PATIENTS 
; 
a= 


therapeutic 
B Complex and C 
with both types of Bi2 
and natural B Complex 
factors 


Therapeutic 


B Complex,¢ 


COMPARE 


Potencies 
Completeness 
Cost to your patients 


C (ascorbic acid) ...... 150 mg. 
(thiamin chloride) . . . . 10 mg. 
B2 (riboflavin) ....... 10 mg. 
Bs (pyridoxin hydrochloride) 5 mg. 


50% U.S.P. crystalline 
Bi 50% B,2 concentrate 5 meg 
Niacin Amide ....... 150 mg. 
Calcium Pantothenate ... 10 mg. 


Also other members of the B Complex as present in 
Liver Fraction 2 including identified and unidentified 
B factors. 


"KAS 
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hypertensive patient 


GP @ January, 1952 


j 
P (0/4 ge. mg)? 
187 


SN) Za. 


kg 


Each fluid ounce of ARMATINIC contains: 
Liver Fraction |............ 1.25 Gm. 
Ferric Ammonium Citrate U.S.P. 1.30 Gm. 
2.0 mg. 
Vitamin By Crystalline...... 20.0 meg. 
12.0% 
Supplied in 8 oz. and 16 oz. 
bottles at prescription pharmacies 
everywhere. | 
Armatinic Activated Capsulettes 


Also available in bottles of 100 
and 1000. 
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For the many anemic patients who show poor 
response or complete refractoriness to iron, liver 
or vitamin Bj9 alone, Armatinic offers a fresh, 
vigorous hemopoietic response. 


Armatinic—a new product of The Armour Lab- 
oratories— provides critical factors for an effec- 
tive hemopoietic response. Armatinic is well tol- 
erated ... pleasant-tasting . . . economical... and 
may be given to children as well as to adults. 
This comprehensive approach to blood regener- 
ation produces gratifying and prompt improve- 
ment in the blood picture and in symptomatic 
manifestations. 


IN ANEMIA: All hypochromic anemias from pedi- 
atrics to geriatrics, macrocytic anemias of nutri- 
tional origin, macrocytic anemia of pregnancy, 
macrocytic anemia of sprue. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
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relief from pain, cramps, general discomfort due 
to functional gastrointestinal spasm. In clinical 
studies, |, 2, 3 BENTYL gave gratifying to complete 
relief in 308 of 338 cases, yet was “. . . virtually free 
from undesirable side effects.” 3 


BENTYL 


SAFE, DOUBLE-SPASMOLYSIS 
Each capsule or teaspoonful syrup contains: 


For comfortable relief of nervous sdaligution 


wih PHENOBARBITAL .. . . . . 15 mg. 
When synergistic sedation is desired 


DOSAGE 
ADULTS: 2 capsules or 2 teaspoonfuls syrup 
ae 3 times daily, before or after meals. If nec- 
1828 essary, repeat dose at bedtime. 


IN INFANT COLIC: 1 to 1 teaspoonful syrup 
New York + CINCINNATI + Toronto 3 times daily before feeding.* 


1, Hock, C. W.: J. Med. Assn. Ga. 40:22, 1951. 2. Hufford, A. R.: J. Mich, St. Med. Soc. 49:1308, 1950. 3. Chamberlin, D. T.: Gastroenterology 17:224, 1951. 
4. Pakula, S. F.: To be published. 


Trade-mark “‘Bentyl”” Hydrochloride 
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How this Great Champion Helps Protect 
Your Recommendation of Carnation 


CARNATION HOMESTEAD DAISY MADCAP is her name. She’s one of the 
many world champion cattle bred at the famous Carnation farms 
near Seattle. Cattle from these fine, prize-winning bloodlines are 
shipped to dairy farmers throughout the country to improve the 
quality of Carnation’s local milk supply...and thus help protect 
your recommendation of Carnation. 


Only Carnation Gives Your Recommendation this 


5-WAY PROTECTION 


1. Carnation accepts only high quality milk for processing. Carnation 

Field Men regularly check local farmers’ herds, sanitary condi- 

tions and equipment-reject milk if it fails to meet Carnation’s 

high standards. 

2. Carnation processes ALL milk sold under the Carnation label. 
From cow to can it is processed with prescription accuracy in , — 
Carnation’s own plants under its own supervision. _ DOUBLE-RICH in the fo a 
3. Carnation quality control continues even AFTER the milk leaves = values of whole milk. 
the plant. To be sure of freshness and highest quality, Carnation FORTIFIED with 400 
salesmen use a special code control in making frequent inspec- ay ee 

tion of dealers’ stocks. 

4. Carnation Milk is everywhere. Mothers get Carnation Milk in HEAT-REFINED for 

virtually every grocery store in every town throughout America. digestibility. 


5. Cattle bred from champions such as the one pictured above are _ STERILIZED in the sealed 
distributed to local dairy farmers to improve the quality of the milk can for complete safety. 
supplied to Carnation processing plants. 


“The Milk Every Doctor Knows” oS “from Contented Cows’ 
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TURICUM 


HYDROPHILIC LUBRICOID 


LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORIES, INC. 
CHICAGO 11, ILLINOIS 


without 
oil 


—combines methylcellulose as a gel and 
magnesium hydroxide in less than laxative dosage, 
to assure continued hydration of the gel 
throughout the intestinal tract. Turicum 
encourages normal evacuation—no bloating, no 
impaction—no interference with utilization 

of oil-soluble vitamins—no danger of 


lipid pneumonia—no leakage. 


Pint Bottles 
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parentoral 
control of edema... 


just one or two tablets daily- 
plus an 
occasional 


(brand of meralluride) 


with adeorbic, avid. 


ORAL MERCURIAL DIURETIC 


To secure the greatest efficacy and all the advantages 
of Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed 25 to 50 tablets. 
dosage:One or two tablets daily— morning or evening—preferably after meals. 
available :Bottles of 100 tablets. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 
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So inviting in flavor, color and aroma... 


puts a smile 
in the 
vitamin 
spoon 


1 PINT (473 CC.) 


‘PALATABLE OF 
Thiamine, RIBOFLAVIN 
AND NIACINAMIDE 


_ CONTAINS 5 PERCENT 
eine ingredients: Synthetic vitamin A 


Vitamin time becomes a happy 
time when young patients see Mulcin 
coming! The refreshing orange flavor, pleasant aroma and sunny 
yellow color of this vitamin emulsion bring bright smiles to their faces. 
Mulcin’s texture is smooth and light, with no trace of stickiness. 
Pouring is easy. Stable at room temperature, Mulcin needs no refrigeration. 
Children like taking Mulcin directly from the 
spoon. For infants, Mulcin may be mixed 
EACH TEASPOON OF MULCIN SUPPLIES: with formula, fruit juice or water. 
A product of true pharmaceutical elegance 
and maximum acceptability, Mulcin is a 
VitaminD . . 1000 units distinguished member of Mead’s vitamin family. 


Thiamine . . 1.0 mg. 
Riboflavin. . 1.2 mg. 


Niacinamide . . 8.0 mg. [MEAD'S) 

Ascorbic Acid. . . . SOmg. 

Available in 4 oz. and economical 1 pint bottles. MEAD JOHNSON & CO 
EVANSVILLE 21,1ND.,U.S.A. 
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